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Ingleby Lectures 


SOME RECENT ADVANCES IN OUR 
KNOWLEDGE OF 


RICKETS AND ALLIED DISEASES. 


Delivered at the University of Birmingham 


By LEONARD G. PARSONS, M.D., 
F.R.C.P. Lonp., 


PHYSICIAN TO THE CHILDREN’S AND GENERAL HOSPITALS, 
BIRMINGHAM, 


LECTURE II.* 


ACCORDING to most authorities the primary defect 
in uncomplicated human rickets is an impaired 
absorption of phosphorus from the bowel. Findlay 
and the Glasgow School do not accept this view 
and regard defective calcium absorption as the 
essential factor. To determine which view is the 
correct one is, however, a matter of extreme diffi- 
culty, because the relationship between these two 
clements in all phases of their metabolism is so 
intimate and reciprocal (Murdoch). 


FACTORS INFLUENCING THE ABSORPTION OF CALCIUM 
AND PHOSPHORUS FROM THE BOWEL. 

Excessive amounts of calcium in the diet tend to 
increase its absorption and retention but to impair 
phosphorus retention with the result that consider- 
able amounts of phosphorus are diverted from the 
urine to the stools. Conversely, if the phosphorus 
in the diet is excessive, calcium metabolism is un- 
favourably influenced, there is an increase of calcium 
in the feces, and its excretion in the urine becomes less. 
This retention of one element in the intestine by an 
excessive amount of the other is best explained by 
the formation of insoluble calcium phosphate. To 
obtain the maximum absorption of both elements 
the diet should, therefore, contain amounts of calcium 
and phosphorus sufficient in quality and properly 
balanced, the percentage of calcium being greater 
than that of phosphorus. Both these requirements 
are met if children take one pint of milk daily. 

Another important factor in the absorption of 
calcium is the presence of certain fats in the dietary 
and their normal absorption from the intestine. 
Infants with a normal fat absorption must take 
from 2 to 6 g. of butter fat per kilo of body-weight 
to ensure the absorption of 0-1 g. of calcium oxide 
per kilo of body-weight. A child fed on a low fat 
dietary may, indeed, show a negative calcium balance. 
An infant whose diet, a milk mixture containing 
2 per cent. of fat, contained 0-44 g. of calcium oxide 
per day, showed a percentage absorption of 34; 
whereas when fed for 17 days on a mixture containing 
0-8 per cent. of fat, it showed a negative calcium 
balance, although the calcium intake was more than 
twice as much as on the previous diet (due to the 
addition of calcium caseinate). The presence of 
large amounts of unabsorbed fat in the intestine 
may also lead to a negative balance ; thus a negative 
or low calcium retention is often found in cceliac 
disease. Again, in infantile biliary cirrhosis, owing 
to the exclusion of bile from the intestine. fat absorp- 
tion is very defective. In one case of this disorder 
a negative calcium balance and in another a low 
retention was found. (See Table I.) 

Telfer has produced evidence showing that the 
absorption of calcium only occurs in the upper part 
of the intestinal tract. The solution of the calcium 
salts in the food is effected by the acid of the gastric 
juice, and absorption proceeds until the acid mixture 
of lime and phosphoric acid is rendered alkaline by 
the intestinal secretions, when calcium phosphate is 
precipitated in insoluble form. It has, therefore, 


* Lecture I. appeared in Tor LANCET of Sept. Ist. 
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% 
been suggested that an increased acidity in the upper 
part of the intestinal canal would increase the absorp- 
tion of calcium. Bergeim maintains that acidity, 
and especially lactic acid fermentation, increases 
absorption of calcium, and has shown that lactose 
largely promotes its absorption, whereas maltose and 
glucose do so to a much lesser degree if at all. Breast 
milk contains much less calcium than cow’s milk, 
but it is almost completely absorbed ; this, he believes, 


TABLE I.—Jnfantile Atrophy.* 


Calcium. Phosphorus. 
_ Percentage ale Percentage 
Intake. absorbed. Intake. absorbed. 
Cow’s milk 1°04 45°6 _ 
(31 cases) 
Lactie acid milk 1°32 35°4 0°76 71°3 
(14 cases) (11 cases) 
HC! milk 22 51°6 0°62 85°3 
(6 cases) (1 case) 
Almata 0°92 72°5 0°63 46°5 
(6 cases) (1 case) 
Biliary cirrhosis. 
Cow’s milk (M. C.) o-9R8 0 | 1°07 92°1 
1°44 0 | 1°32 85°7 
Lactic acid milk 
( a 4 _ 1°35 13°9 0°66 94°9 


* The figures given represent the amounts taken in grammes 
n 24 hours. 


is the result of a high proportion of lactose and of 
the acid intestinal reaction in breast-fed infants. My 
own observations lead me to believe that an increased 
acidity alone does not necessarily cause increased 
calcium—although it does produce increased phos- 
phorus—absorption. Thus in the cases of biliary 
cirrhosis, to which I have referred, large amounts of 
fatty acid were present in the intestine, yet calcium 
absorption was very poor, and in one case there was 
a negative balance. 

We have carried out observations on a number of 
atrophic infants fed on varying dietaries, some being 
fed on acid milk. The average calcium absorption 
of 14 infants fed on lactic milk was considerably 
less than that in a group of 31 infants fed on 
ordinary cow’s milk mixture. This may in part be 
due to the fact that children fed on lactic acid milk 
excrete more fat than those fed on ordinary milk 
mixtures. Four children fed on hydrochloric acid 
milk (prepared by adding one ounce of decinormal 
hydrochloric acid to four ounces of milk), however. 
showed a higher absorption of calcium, and although 
there was a marked increase in the amount of calcium 
excreted in the urine, the actual calcium retention 
was definitely higher than in children fed on cow’s 
milk. Finally, a group of six infants fed on Almata, 
a food which has a buffer value similar to that of breast 
milk, showed the highest calcium absorption of all 
the children examined. Increased phosphorus absorp- 
tion, as the result of increased intestinal acidity from 
excess of fatty derivatives in the intestine, is to be 
explained by the formation of large amounts of 
insoluble calcium soaps so that less calcium is available 
to bind phosphorus and the latter can be absorbed. 
(See Table I.) 

The absorption of calcium and phosphorus from the 
bowel can be increased by the oral administration 
of cod-liver oil. ostelin, irradiated ergosterol, or by 
exposing the skin to the sun’s rays, or by artificial 
ultra-violet irradiation. Moreover, rats fed on 
a high-calcium, low-phosphorus, rickets-producing 
dietary develop a marked alkalinity of the feces 
which can be reduced to the acid side of neutrality 
by any of those methods. Again, the child fed on a 
low fat dietary. having a low or negative calcium 
retention, can be made by such methods to absorb 
calcium well; and in coeliac disease the same results 
are obtained by irradiation or the administration of 
irradiated ergosterol in solid form. From all of these 
considerations it would appear that it is not intestinal 
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acidity per se that is so important in absorption, but 
the presence of some factor (vitamin D), which 
directly increases absorption and also produces an 
acidity, and that the reason why some fats, such as 
cod-liver oil, are necessary for proper absorption of 
calcium and phosphorus is that they contain this 
vitamin. 

New light has been shed on the question of calcium 
and phosphorus absorption by work carried out by 
Bergeim. Albino rats were fed for 25 days on 
a high-calcium, low-phosphorus dietary and rickets 
was produced. They were then divided into two 
groups; to one group were given ten drops of cod- 
liver oil daily for five days, to the other, ten drops 
of olive oil. The animals were then killed and 
estimations made of calcium and phosphorus in the 
small intestine, ce#cum, and large intestine; the 
results are seen in the diagram. Both groups of 
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Average absorption of calcium and phosphorus from intestines 
of rachitic animals and animals given cod-liver oil. A, cod- 
liver oil: calcium. Bb, rickets: calcium. c, cod-liver oil: 
phosphorus. D, rickets: phosphorus. 





animals showed considerable calcium absorption in 
the small intestine. On this diet, which produces a 
low phosphorus rickets (the analogue of human 
rickets), the rachitic condition could not therefore 
be due to a failure of calcium absorption. In the 
same area both groups also showed considerable 
excretion of phosphate—i.e., excretion of phosphate 
appeared to be an important factor in promoting 
calcium absorption. In the lower bowel, in the 
animals receiving cod-liver oil, there was an approxi- 
mate balance between excretion and absorption of 
calcium and a high calcium balance resulted. Phos- 
phorus was also reabsorbed so as to bring about a 
positive balance. In the other group calcium excre- 
tion was more marked than absorption, leading to 
a negative balance ; also there was a failure of phos- 
phate to be adequately reabsorbed so as to produce 
a positive balance. The re-excretion of absorbed 
calcium into the lower bowel, so that a negative 
balance results, must be due to the failure of the bones 
to fix calcium. This failure, as pointed out in the 
first lecture, is not due to defects in the bone cells 
but to low blood phosphate, which, in Bergeim’s 
view, is the result of the inability of the tissues of 
the body to maintain the proper concentration of 
blood phosphate by breaking down the organic phos- 
poate which they contain. Antirachitic vitamin, 
e believes, facilitates this action and therefore 
elevates blood phosphate, and the absorbed calcium 





is deposited in the bones. The absorbed calcium 
is hence not re-excreted in the lower bowel, phosphate 
absorption is unhindered, and the phosphate balance 
becomes positive. I am not convinced that Bergeim’s 
explanation is correct in all its details, although his 
results appear to be incontrovertible. A reference 
to the diagram shows that, although it would appear 
as if excretion of phosphate favoured calcium absorp- 
tion, yet in those animals receiving cod-liver oil the 
calcium absorption in the small intestine was higher 
with a smaller excretion of phosphate. Further, he 
states that in three non-rachitic rats which were fed 
on a milk diet which was high in calcium and phos- 
phorus ‘an acid condition generally prevailed 
throughout the intestines, due presumably to lactic 
acid fermentation, and both calcium and phosphorus 
were absorbed to a considerable extent in the small 
intestines.’”’ Also, if phosphate excretion favours 
calcium absorption, it is not clear how calcium excre- 
tion hinders phosphorus absorption. Indeed, if his 
arguments are correct the reverse process would 
appear the more logical. It is, I think, much more 
probable that the antirachitic vitamin exerts its 
effect by an alteration of the pH of the intestinal 
canal rather than by any action such as Bergeim 
suggests. Reference has already been made to the 
influence of acidity of the intestinal canal on the 
absorption of calcium and phosphorus and to the 
fact that this acidity is largely due to the presence 
of the antirachitic factor. Recently Redman, 
Willimot, and Wokes have estimated the pH of 
contents of various sections of the gut of rodents 
by a method similar to that of Bergeim, and the 
curves they obtained on a low fat rachitogenic diet 
show that the fecal alkalinity corresponds well with 
Bergeim’s curve of calcium absorption. Administra- 
tion of cod-liver oil or irradiated cholesterol to these 
animals restored the acidity of their intestinal tract. 

From this review it will be seen that it is almost 
impossible to say which of the two, calcium or phos- 
phorus absorption, is actually at fault; probably 
both are, but perhaps on the whole the evidence 
favours the view that defective absorption of phos- 
phorus is the more important. 


TETANY. 

Infantile tetany is very closely associated and fre- 
quently occurs with rickets, in fact, some authorities 
regard it as a nervous manifestation of rickets. In all 
cases of infantile tetany the serum calcium is low. 
The blood phosphorus may also be low, indeed it 
always is so if there are manifest symptoms of rickets, 
but the presence of low serum calcium is pathogno- 
monic of infantile tetany and is the one characteristic 
sign of the disease. In manifest tetany the calcium 
may fall as low as 6 mg. per cent., and in latent tetany 
it is usually about 8 mg. per cent. Now calcium 
exists in the blood in both ionised and un-ionised 
forms. The un-ionised form is in part inorganic 
as bicarbonate and acid phosphate. Cameron and 
Moorhouse have suggested that the calcium content 
of the cerebro-spinal fluid, normally 5-3 mg. per cent., 
may be regarded as the amount of diffusible calcium 
—i.e. the inorganic and ionic calcium. In infantile 
tetany the calcium in the cerebro-spinal fluid is greatly 
reduced and may be entirely absent. From the 
results of experiments on the filterability of the blood 
calcium through collodion membranes under a nega- 
tive pressure, and by means of the Rena-Takahashi 
equation, the amount of calcium present as ions 
in the blood in small children has been estimated to 
be 2-1 to 3-4 mg. per cent. with an average of 2-6 mg. 
All the methods of directly determining the amount 
of ionic calcium are open to considerable criticism ; 
this is unfortunate, because the work of Loeb and 
others has shown that the excitability of the neuro- 
muscular mechanism depends on the relative con- 
centration of the calcium, magnesium, sodium and 
potassium ions, according to the formula: Ca Me . 
In infantile tetany potassium, magnesium, and sodium 
in the serum are all normal, and it is, therefore, the 
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ionic caletum which is the determining factor in the 
onset of the disorder. 

Tetany, of the same nature as infantile tetany, 
also occurs in cceliac disease. It may, however, 
appear without any diminution in blood calcium, as, 
for instance, in gastric tetany, a condition which may 
develop when there is continuous vomiting of acid 
gastric contents. This sometimes happens in pyloric 
stenosis of infants and is the explanation of the con- 
vulsions which occur in that disease, and which 
sometimes prove fatal. Examination of the blood 
in such cases reveals that there is a shift of the pH 
to the alkaline side—i.e., an alkalosis—as a result 
of which less calcium is ionised and tetany results. 

“ During digestion the blood normally yields acid equiva- 
lents, especially HCl for the secretion of hydrochloric acid, 
and an excess of basic equivalents is formed. These are 
immediately neutralised by the carbon dioxide of the blood, 
the result being an increase in the BH CO, of the blood. 
The BH CO, content again falls, however, one to one and a 


half hours after the meal, as HCl is reabsorbed and replaces 
BH CO,” (Drucker.) 





The loss of hydrochloric acid by vomiting and the 
lack of reabsorption in pyloric stenosis produces an 
alkalosis. The occurrence of tetany after large doses 
of bicarbonate of soda is also due to alkalosis, as is 
that form known as superventilation tetany, which 
is brought about by forced respiration and in which 
the blood calcium is normal. This is undoubtedly 
the cause of the convulsions which are occasionally 
seen after rapid respirations in children suffering 
from post-encephalitic respiratory tic. (See Table II.) 


TABLE II.—Varieties of Tetany. 








fe Blood. 
pH. Calcium. Phosphate. 

Infantile .. Normal. Low. Normal or low. 
Parathyroid * o | » high. 
Bicarbonate Alkaline. Normal. | Normal. 
Gastric - oe *” ” ” 
Superventilation .. a * } pa 
Phosphate Normal. Low. High. 


The threshold mechanism of blood calcium (of 
10 mg. per cent.) appears to be a very delicate one. 
The calcium content can be raised above normal 
by mtravenous injection of calcium salts, but the 
rise is a fleeting one and the extra calcium is soon 
excreted into the alimentary canal and the normal 
restored. Recently Collip has shown that the para- 
thyroid glands contain a hormone which raises the 
blood calcium. Injection of large doses may produce 
hypercalcemia and death, but even using this hormone 
it is necessary to repeat the injection frequently to 
maintain the blood calcium above threshold value. 
In tetany, as we have seen, blood calcium is diminished, 
but the parathyroid hormone raises it to normal and 
cures tetany, although only for a short time unless 
the dose is repeated. It is possible, in animals from 
whom the parathyroids have. been removed so that 
tetany has been produced, not only to cure tetany 
by means of the hormone but also to produce hyper- 
calceemia and death. The parathyroid hormone, 
however, does not increase the absorption of calcium 
from the bowel, but actually mobilises the fixed 
calcium from the bones and other reservoirs. and 
its function appears to be to maintain the calcium 
of the blood at the normal level and to balance the 
distribution of calcium between the tissues and the 
blood. It is, therefore, useless in the treatment of 
tetany unless means are also taken to increase calcium 
absorption from the bowel. 

We must envisage rickets as usually primarily a 
functional disorder of the intestinal tract whereby 
calcium or phosphorus, or both, are not properly 
absorbed, either because there is an inefficient supply 
of these elements or because of the absence of vitamin 
D. Since this vitamin can act whether supplied 
from the skin by inunction or when taken by the 





mouth, it seems probable that it acts after absorption 
from the intestines and not, as suggested by some 
authorities, by a local action on the intestinal mucous 
membrane. The injection of cod-liver oil subcu- 
taneously has been stated to have little or no effect 
on rickets, probably owing to the difficulty in dealing 
with fat that has not been through the processes of 
digestion. The antirachitic factor in cod-liver oil 
has been found to be contained in the unsaponifiable 
fraction of the oil, and by injecting intramuscularly 
a concentrate of this active fraction, Wilkins and 
Kramer produced a cure in two cases of active rickets. 
This is strong, although not conclusive, evidence that 
the antirachitic effect of the oral administration of 
cod-liver oil occurs as a result of absorption of the 
oil. The absorption of fats containing vitamin D 
should therefore be essential for the prevention of 
rickets, or, conversely, a child who is taking a fat- 
free diet, or who is not absorbing fat properly, should 
develop rickets. I have already mentioned the effect 
on the calcium balance of a diet of skimmed milk, 
and of the presence of large quantities of unabsorbed 
fat in the intestines, and also the occurrence of 
xerophthalmia in babies fed on a skim milk dietary. 

There are certain conditions in childhood associated 
with defective fat absorption, of which the most 
important are severe and lasting jaundice, such as 
occurs with congenital obliteration of the bile ducts 
and some forms of cirrhosis of the liver ; diarrhoea ; 
celiac disease. I have never seen xerophthalmia 
in any of these conditions, but Bloch and Wagner 
have described its occurrence in association with 
severe and lasting jaundice. The amount of unab- 
sorbed fat in those forms of icterus is very great, 
yet, in spite of the fact that these infants have a low 
or negative calcium balance, they do not develop 
rickets. The probable explanation of this apparent 
anomaly is that growth in such conditions is practically 
inhibited, and in infants where there is no growth, 
there is no rickets. That these children may, how- 
ever, develop rickets when growth starts is well 
illustrated by a case recorded by Bloch. 


Ca@Liac RICKETS. 

In coeliac disease of long standing all grades of 
severity of rickets are met with, and here again 
growth is, I believe, the activating cause. The bone 
is osteoporotic before any considerable degree of 
growth occurs, although rickets rarely develops 
before the age of 7. The child suffering from 
coeliac disease passes copious stools containing large 
amounts of undigested fat, for the treatment of 
which it is necessary to give a low fat dietary and 
therein lies the reason for the onset of coeliac rickets. 
Whilst this is correct, the amount of fat absorbed 
in coeliac disease on a full fat diet is often considerably 
higher than would be expected on clinical grounds, 
and very much greater than occurs in chronic jaun- 
dice ; indeed, on a low fat dietary, such as skimmed 
protein milk, the absorption may reach the high 
figure of 94 per cent. Even with the deliberate 
addition of fat to the diet for short periods, although 
the amount present in the stool is increased, yet the 
amount absorbed is considerable and indeed, within 
limits, the higher the fat intake the greater the 
amount of fat is absorbed. Any attempt to prevent 
the onset of rickets by giving cod-liver oil, however, 
is unsuccessful because, as with any other extra 
fat, if continued for more than a short period, an 
increase in the diarrhoea, the size, offensiveness, and 
fat content of the stool is produced, and the child 
goes downhill. On the other hand, a low fat dietary 
improves the clinical condition and as a result growth 
may occur and rickets develop. Examination of 
the blood in coeliac rickets usually shows low serum 
phosphorus and calcium, and the condition can be 
cured by administration of dry irradiated ergosterol, 
or cholesterol, or by exposure to the ultra-violet 
rays. All this is evidence that the disease is due to 
fat-soluble vitamin deficiency, yet in spite of this 
xerophthalmia has so far not been reported, although 
growth is severely stunted. We have, therefore, 
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in coeliac disease the converse of the condition 
described by Bloch in infants fed on a skimmed 
milk dietary. In cceliac disease there is rickets but 
no xerophthalmia ; in dystrophia alipogenetica there 
is xerophthalmia but no rickets. The explanation of 
this anomaly seems to be that after the period of 
infancy the child is more susceptible to a diminution 
in the supply of D- than of A-vitamin. Rickets 
occurs in coeliac disease only when the latter is 
severe and of long standing. It seems that, although 
as a result of defective fat absorption, normal amounts 
of vitamin D are not absorbed, yet enough is absorbed 
to enable the child to obtain sufficient calcium and 
phosphorus to ossify a fragile osteoporotic bone 
during the period whilst growth is slow, but that 
this subnormal absorption of vitamin D is quite 
insufficient to ossify growing bone, and so rickets 
results. A low fat dietary seems to ensure a better 
percentage absorption of fat, and, therefore, probably 
ensures the absorption of any fat-soluble vitamin that 
may be present in the diet, but here again the amount 
of vitamin D is so small as to be totally inadequate 
when growth occurs, From what has been said it 
is obvious that I regard the osteoporotic bone as a 
prerachitic stage, only awaiting a period of growth 
actually to declare itself as frank rickets. 

It is not very unusual to meet with cases of rickets 
which appear to resist treatment by cod-liver oil 
but which respond to treatment by light or by the 
administration of ergosterol. One such case was 
reported to have been under treatment with cod- 
liver oil for years, but at the age of 7 was unable 
to walk because of severe and progressive rickets. 
Radiograms showed an extreme degree of osteo- 
porosis and a large rachitic metaphysis. Treatment 
by light and ergosterol has, however, completely 
healed the bones, and the child is now able to walk. 
In another case, in spite of a life spent under ideal 
conditions, most careful dieting and the adminis- 
tration of cod-liver oil, a girl presented, when 
3 years old, evidence of rickets of moderate degree, 


which has increased slowly until her present age of 


8 years. There was a history of mild digestive 
disturbances, and examination of her stools showed a 
higher fat content than usual, and therein, in my 
opinion, lies the cause of her rickets, which I believe 
can be cured by light and ergosterol. Both these 
children were smaller than normal children of the same 
age, and although they could not be classed as cases 
of coeliac disease they are, in my opinion, examples 
of a subnormal absorption of fat—particularly the 
fat-soluble vitamin D—extending over a long period 
of time. Cases of cceliac rickets and those to which 
I have just referred require treatment for much 
longer periods than ordinary rickets in order to 
effect complete cure. 

Diarrhea, another cause of defective fat absorption 
in childhood, is of little importance in producing 
rickets because, unless the condition is one of cceliac 
disease, it is usually only transitory and, indeed, 
leads to starvation which produces arrest of growth 
and therefore absence of rickets. 


RIcKETS OCCURRING AS A RESULT OF DEFECTIVE 
EXCRETION 

As already pointed out, there does not appear to 
be any bone disorder associated with defective 
calcium excretion, but a very different state of 
affairs exists with defective excretion of phosphate. 
The latter occurs in chronic interstitial nephritis, a 
disease which in children produces marked infant- 
ilism and not infrequently severe bone deformities 
ranging from a mild degree of genu valgum to the 
severest manifestations of rickets—‘ renal rickets.” 
In these children the defect does not lie in the intake 
of calcium and phosphorus, nor is it due to the absence 
of vitamin D, or sunshine, but is purely a defective 
excretion of phosphate by the kidneys. Examination 
of the blood reveals nitrogen and phosphate reten- 
tion, an acidosis, and frequently a high degree of 
lipemia. The phosphorus values are often even 
higher than would appear at first sight, because, 





although 5 mg. per cent. is the normal concentratio; 
in infants, many of these children have reached a; 
age when the normal blood phosphorus is considerab]\ 
below that figure. Blood calcium in comparison wit}, 
blood phosphorus is always low but in actual values i-< 
frequently at or above the normal figure of 10-11 mg. 
per cent., a very different state of affairs from 
that found in azotemic nephritis of adults and afte, 
the injection of phosphate into animals or children, 

In azotemic nephritis of adults the higher th 
retention of phosphorus the lower is the calcium in 
the serum. Injection of phosphate into animals o: 
children raises blood phosphorus, lowers blood calcium, 
and in some cases produces tetany. Why, therefore. 
does not blood calcium become low and tetany occur 
in renal rickets? I think the answer may be that 
the increased blood calcium is an effort on the part 
of the child to prevent tetany. Tetany is a serious 
disease, and to prevent it I suggest that the child 
mobilises calcium from the bones, producing ostev- 
porosis and rickets, an action similar to that pro- 
duced by the injection of parathyroid hormone. If 
that suggestion is true, administration of the hormone 
should definitely make renal rickets worse. In one 
case the bone condition was reported by my radio 
logist colleague (Dr. Teall) to be worse after adminis- 
tration of the hormone, but the variations in the state 
of the rickets are so marked in the ordinary clinical 
course of renal rickets that too much importance 
cannot be attached to this observation. Tetany 
does not occur in chronic azotzemic nephritis of 
adults in spite of the fact that the blood calcium is 
diminished ; the explanation usually accepted is 
that advanced by de Wesselow, that in this form 
of nephritis there is an acidosis and usually a diminu- 
tion of the bicarbonate content of the plasma, which 
conditions favour an increased ionisation ‘of calcium, 
There is, however, another factor of importance in 
explaining the immunity of the adult from tetany. 
It has been shown that if the blood plasma is sub- 
jected to ultra-filtration under negative pressure there 
is a considerable diminution in the calcium content 
of the filtrate in tetany but not in chronic nephritis. 
In the latter, therefore, the diminution of calcium 
in the plasma is largely due to diminution in non- 
diffusible calcium, or, in other words, is chiefly due 
to diminution in calcium bound to protein. In 
renal rickets there is no diminution in the calcium 
of the filtrate. Indeed, as would be expected if my 
theory is correct, in some cases there is an increase. 
Occasionally, however, tetany does occur in renal 
rickets, but so far I have not been able to investigate 
acase. Acidosis occurs in renal rickets, and not only 
does it increase ionisation of calcium, but it also 
washes out calcium from the calcium reservoirs, and 
presumably from the bones (Ross and Scriver), and 
therefore helps to produce rickets. 

There are, therefore, two factors which contribute 
to the causation of osteoporosis and rickets in these 
kidney conditions in childhood : (1) some mechanism, 
probably a protective one, which keeps the blood 
calcium at a higher level than is usual in an azoteemic 
nephritis ; (2) acidosis. 

There is, however, a third and much more impor- 
tant factor to be considered—namely, the defective 
excretion of phosphorus. It is possible to see rickets 
develop in a case of renal infantilism, heal, and then 
relapse. Thus there is produced a flux between 
healing and relapse, and this can be correlated with 
periods in which the blood-phosphorus waxes and 
wanes. If estimations of blood-urea or non-protein 
nitrogen are made, it is found that the curve of 
phosphorus retention parallels the curve of nitrogen 
retention. ‘‘ Renal” infants pass through many 
attacks of uremia before the final one closes their 
chequered career. Such attacks, I believe, make 
their rickets worse by increasing the disparity between 
calcium and phosphorus, whereas in the periods of 
improvement the phosphorus may even return to 
normal limits, with the result that the calcium- 
phosphorus ratio becomes normal and the rickets 
heals. Contributory factors in this healing are a 
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lessened degree of acidosis, and a lessened depressing 
effect of phosphorus on calcium and of the resulting 
need to call on the calcium reservoirs. 

I would also draw attention to the fact that any- 
thing which increases phosphorus absorption from 
the alimentary tract may make the condition worse. 
Definite evidence has, I think, been produced by 
Teall and myself showing that ultra-violet irradia- 
tion, far from ameliorating, actually increases the 
rachitic manifestations. Let me add in passing that 
in renal rickets we have another illustration of the 
effect of growth in the development of rickets, because 
in those rare cases which survive until the later 
‘teens, when the growth period has ceased and the 
epiphyses joined up, rickets does not occur, although 
the bone is still osteoporotic to some degree and the 
calcium phosphorus ratio is abnormal. 

From what has been said it will be gathered that 
I regard renal rickets as belonging, like coeliac rickets, 
to the low calcium category. The occurrence of renal 
rickets also proves the importance of the calcium- 
phosphorus ratio, since if the calcium-phosphorus 
product were a correct guide it would put these 
deformities far outside the rachitic range. It may 
well be asked, therefore, what is the proof that the 
condition is rickets? I think no one will question 
the fact that some of the cases show a radiographic 
appearance absolutely indistinguishable from rickets 
(the ‘‘rachitic type’’), but, on the other hand, there 
are radiographic manifestations which we have 
called the ‘“ woolly,’’ ‘‘ honeycomb,” or ‘‘ stippled 
type,”’ which are totally unlike that seen in ordinary 
rickets. There is another type. which we have called 
the ‘‘ atrophic type,’’ which resembles coeliac rickets, 
and although I have never seen the rachitic change 
into the atrophic type I think they can do so, just 
as at times we see in uncomplicated rickets a radio- 
logical picture absolutely identical with the atrophic 
type and with coeliac rickets. In the ‘“ woolly, 
stippled, or honeycomb type ’’ osteoporosis is present, 
the diaphysis is straight but there is a long metaphysis, 
and it is in the latter that the severe deformities so 
characteristic of the condition occur. The meta- 
physis shows irregular ossification, giving the appear- 
ance of honeycombing, stippling, or woolliness, and 
under the periosteum the bone may appear to be 
eroded. The changes do not appear to the same 
degree in all the long bones. As the change advances 
the absence of subperiosteal bone becomes so marked 
that the end of the bone collapses, and since this 
absence of bone is usually more marked on one side 
than the other the collapse usually occurs sideways, 
with the result that the most extreme deformities 
are produced. The skull in some cases of this type 
shows most extraordinary changes, marked stippling 
being present. In the severest case that I have 
observed all trace of inner and outer tables of the 
cranial bones had disappeared and the bone was 
much thickened, the whole presenting an appearance 
indistinguishable from Paget's disease. Post-mortem 
examination of the long bones shows that the woolli- 
ness or stippling is due to the presence of islets of 
cartilage deep down in the long metaphysis, and that 
the appearance of subperiosteal erosion is also due 
to unossified cartilage. The metaphysis itself, 
although long, is not broad and splayed out as in 
the rachitic type. Although this type cannot be 
recognised radiographically as due to rickets, and 
microscopical examination shows that the changes 
present differ from those ordinarily seen in rickets, 
the proliferative cartilage being much more irregular 
and broken, yet Prof. Haswell Wilson, who has 
examined the sections for me, pronounces them as 
definitely rachitic in nature—a view also held by 
Shipley. 

CONCLUSION. 

I hope that in these lectures I have made clear 
that recent advances in our knowledge have shown 
that rickets is a disorder of calcium and phosphorus 
salt metabolism, usually the result of defective 
absorption of these elements from the bowel ; further, 
that this defective absorption is due either to an 





inefficient supply of these elements, or of some 
activating body in the tissue fluids; that this body 
is probably vitamin D, which in its turn is derived 
from the alimentary canal, or synthesised by the 
action of ultra-violet rays on sterols in the skin ; 
but that occasionally the faulty metabolism may be 
entirely endogenous in origin, as occurs in renal 
rickets ; and finally, that growth is an essential for 
the development of rickets. 

Although rickets existed before Glisson’s time it 
certainly increased markedly after his day, and 
became almost universal in some grades of urban 
society, especially in districts like our own Black 
Country and Glasgow. We must, however, remember 
that except for the empirical discovery of the curative 
effects of cod-liver oil some hundred years ago, our 
knowledge of the disease advanced very little until 
the last few years. Although there are still many 
gaps in our complete knowledge of the disorder, recent 
researches have put us in possession of information 
that should allow us completely to eradicate all 
ordinary rickets. Already its incidence and severity 
are declining, and we can look forward with sure and 
certain hope to the day, perhaps no further distant 
than the tercentenary of Glisson’s work, when rickets 
will have become one of that small but increasing 
number of diseases which possess a great interest for 
the historian but happily present no terrors of ill- 
health for the patient and no cause for anxiety on 
the part of the doctor. 
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BONE THE 


“Quid dicam de ossibus? quae subjecta corpori, mirabiles 
commissuras habent, et ad stabilitatem aptas, et ad artus 
finiendos accommodatas, et ad motum, et ad omnem corporis 
actionem.”” Cicero, De Natura Deorum. 

“Scrape a bone, and its vessels bleed ; cut or bore a bone, 
and its granulations sprout up ; break a bone, and it will heal ; 
or cut a piece away, and more bone will readily be produced ; 
burn it, and it dies.” —Charles Bell, Anatomy. 

Cicero and Charles Bell have given pithy descrip- 
tions of the marvels of bone, the tissue which, in 
common with bone-marrow, displays the highest 
powers of regeneration and repair in the whole 
human economy. Sir Arthur Keith! has recently 
asked ‘‘ Quid dicam de ossificatione ?*’ The answer 
to the problem of ossification has not yet been found, 
and to review the search for the mode of ossification 
is to review the history of morbid anatomy. No 
subject has been attacked more vigorously, no subject 
has been deserted more frequently. When Monro 
Secundus and William Hewson were pleading a 
priority suit, in relation to their discoveries in the 
lymphatic system, with Benjamin Franklin as 
assessor, Abernethy said: ‘‘ All our knowledge of 
the absorbing vessels has been obtained by fragments, 
and our future acquisitions must be made in the same 
manner.”’ This is equally true of bone development. 
Our knowledge of the histological structure of bone 
is a memorial to three Englishmen: Clopton Havers 
(1650-1702), John Howship (d. 1841), and William 
Sharpey (1802-1880), who are familiarised in the 
canals, lacune, and fibres which bear their names. The 
bone corpuscles were first described by Purkinje and 
Deutsch in 1834. The specific terms ‘“ osteoblast ”’ 
and ‘* osteoclast ’’ as applied to cells actively engaged 
in depositing or absorbing bone respectively were 
introduced by Gegenbaur and Kolliker and came 
into general use 60 years ago. It is of interest to 
note that as early as 1689, just after the invention 
of the Huyghens eye-piece, Gagliardi, a professor of 
medicine in Rome, had described certain ‘* claviculi ”’ 
or ‘‘ small nails,’’ which are identical with the fibres 
of Sharpey. Moreover, as Sharpey maintains, the 
ossification in membrane without the intervening 
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stage of cartilage formation had been described 
by Nesbitt in 1736. Coincidently with the slow 
unfolding of the microscopic structure of bone, the 
experimental method was pursued by Stephen Hales, 
Nehemiah Grew, John Belchier, and John Hunter 
in this country, by Duhamel in Paris, and by Haller 
in Géttingen. Their methods consisted largely of 
actual measurements of growing bones and of the 
feeding of madder to experimental animals. Hales 
and Grew were activated by the search for vegetable 
processes in the development of the animal world. 
The madder experiments of Belchier and Hunter 
have been repeated on innumerable occasions, the 
most recent being the work of Prof. Brash,’ of 
Birmingham, on the growth of the mandible, It 
is interesting to note how most modern investigators 
have failed to appreciate Hunter’s description of the 
sites of deposition of the dye. Hunter ® insisted on 
the fact that the whole of the bone was stained by 
madder, and that the depth of the staining was 
proportional to the rate of deposition and absorption 
of the earthy salts. 


** But in the full-grown state, it would appear from the 
circumstances of reddening a whole bone by feeding the 
animal with madder, that a bone, although completely 
formed, yet is changing its earth, and probably every other 
part. This effect, however, is much slower than in the 
growing bone. This would show that the madder does not 
act as a dye upon the earth which is already deposited in 
the bone, but only upon that matter which is every day 
deposited ; and as there is a great deal more deposited in 
a young bone than in an old one in a given time, in the 
same proportion must it dye sooner than an old one. The 
new matter that is deposited in an old bone is to make 
up for the waste that is daily going on in it; but in a very 
old bone the waste is more than the repair.” 


This is the first clear expression of the fact that the 
calcium of the bones is not permanently fixed as a 
deposit account but can be brought into the circulation 
as a current account. The recent brilliant work of 
Collip ‘ with parathyroid extract indicates the ease 
with which the extract can raise the blood calcium 
to abnormally high values by calling upon the calcium 
in the bones and muscles. 

Grew, Duhamel, and the other botanists regarded 
bone as the product of the deeper layers of the 
periosteum, which they regarded as a “ cambium ” 
layer, by analogy with the actively proliferating 
zone of plants. Haller regarded bone as a product 
of the arteries, which could lay down bone anywhere. 
Hunter favoured this view, and Sir Arthur Keith? 
has recently attributed to the perithelial cells of the 
capillaries the power of conversion into osteoblasts. 
Goodsir, differing from Hunter, believed that the 
cartilage cells gave rise to ‘‘ bone-forming corpuscles.” 

The present-day teaching of the formation of bone 
in membrane, in cartilage, and in the deep layer of 
the periosteum represents a consolidation of the views 
of Sharpey, K6lliker, and Virchow. The source of 
the osteoblast is, however, still a problem. Stump 5 
traces the cartilage cell, the subperiosteal osteoblast, 
the endochondral osteoblast, the osteoclast, the 
endothelial cells of the growing capillaries, the 
primitive blood cells and the ‘‘ hemoblasts ” to the 
same young connective tissue cells. This is an 
extreme statement of the monophyletic origin. Fell,*® 
in a study of osteogenesis in the domestic fowl, claims, 
on the other hand, that the chondroblasts suffer a 
triple fate. They may give rise to osteoblasts, as 
described by Ranvier, Retterer, Macewen, and Van 
der Stricht, or they may give rise to the reticulum 
of the bone-marrow, or they may degenerate and 
disappear. Experiments on animals, such as those 
of Bast, Sullivan, and Geist ’ on the repair of frac- 
tured bones, show that the ‘“‘cambium ” layer of 
the periosteum, the osteogenetic cells lining the 
Haversian canals, and the cells of the endosteum are 
all active in the production of new bone. They found 
that the only site of formation of cartilage in the 
repair of bones was at the cut edge of the fibrous 
part of the periosteum. They saw fibrous tissue 
cells giving rise to cartilage cells. Carey and Zeit,*® 
as a result of the study of the ossifying patella in the 





dog, emphasise the. dual origin of the osteoblast, and 
depict both osteoblasts arising from the subendo- 
thelial mesenchyme cells accompanying the invading 
blood-vessels, and osteoblasts formed directly from 
the embryonic chondroblasts in the neighbourhood 
of the capillaries. 


Nerve-supply of Bone. 

The problem of the nerve-supply of bone has 
remained in abeyance. The innervation of the 
two tissues of the body which exhibit the greatest 
power of regeneration and repair, bone and its marrow, 
still awaits adequate description. Sir G. Thane, in 
Quain’s Anatomy (tenth edition), mentions the fact 
that distinct nerves can be seen entering the 
nutrient foramina of the long bones. D. Goering ° 
has studied. the influence of the nervous system on 
bones and joints. She concludes that bone has a 
somatic and a sympathetic innervation by means of 
medullated and non-medullated nerve-fibres. Numer- 
ous investigators have found that trophic changes in 
bone follow nerve-section, such as loss of size and 
weight, diminution of inorganic material, and, in 
growing animals, defective development. Numerous 
observations have been recorded upon the influence 
in bone of nerve lesions and diseases in man. Here 
again, especially in leprosy, regressive changes seem 
to be the rule. In general, lesions of mixed nerves 
produce more bony changes than those of purely 
motor nerves, and irritative lesions of sensory nerves 
seem to be the most potent, as in leprosy. Goering 
concludes, on clinical grounds, that there are special 
trophic fibres of sympathetic origin passing to bones, 
with corresponding spinal centres. A general con- 
trolling centre, so it is claimed, is situated in the brain 
in the region of the floor of the third ventricle. It is 
obvious that there is much room for anatomical 
and clinical research in this field, and that the bony 
changes of anterior poliomyelitis and tabes dorsalis 
offer abundant material. 


Problem of Caleium Metabolism. 

The vast literature relating to bone formation 
was admirably summarised by Gideon Wells?” in 
the Harvey lecture of 1911. Since that date bio- 
chemistry and the intensive study of the vitamins 
have revealed the complexity of the whole problem 
of calcium metabolism. Wells stated that the 
questions to be answered are :— 

1. Why is calcium deposited in the tissues at all ? 

2. Why is it deposited in some tissues and not in others ? 

3. How is the calcium carried in the blood ? 

4. How is it held in the tissues where deposited ? 

5. Why is the composition of calcified deposits so con- 
stant, qualitatively and quantitatively ? 

6. What are the causes of rickets and osteomalacia ? 
These questions still await concise answers. The 
first question involves the whole problem of senescence 
and death. Calcification occurs not only in certain 
cartilages but also in tumours, such as fibroids and 
granulomata, in the meninges, and in _ tendons, 
ligaments, and arteries. The second question brings 
to mind the fact that the tissues which undergo 
calcification in senescence are the tissues which 
afford examples of vegetative reproduction, with or 
without mitotic division of nuclei, in relatively blood- 
less areas. Cartilage, which most readily undergoes 
calcification, is a tissue in which the cells live by the 
imbibition of tissue juice, removed from an active 
blood-supply. There is undoubtedly a limit to the 
size of the mass of cartilage which any animal can 
grow, just as there is a limit to the size of a granuloma. 
When the limit of growth is reached certain of the 
cells degenerate and the matrix calcifies or caseates. 
Thus in cartilage proliferation, degeneration and 
calcification are closely related to the vegetative 

rocesses of proliferation without specialisation of 

unction and without differentiation of structure, 
leading to old age and death of the tissue. On the 
other hand, bone formation is an active process, 
distinct from calcification. It occurs in the presence 
of a rich blood-supply and is accompanied by differen- 
tiation of the primitive cells for function, as distinct 
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from mere proliferation. In short, bone is a live 
tissue, actively growing or functioning in an area 
richly endowed with blood. Calcified cartilage is so 
senescent as to be virtually a dead tissue in an area 
relatively poor in blood-supply. 

The question of the carriage of calcium in the 
blood has been attacked with great vigour by the 
chemist. Howland, Shipley, and Marriott and 
Kramer ™ have stated that bone normally contains 
bicalcium phosphate, that different bones of the same 
individual have the same inorganic percentage, that 
the ratio of calcium phosphate to calcium carbonate 
is greater in normal than in rachitic bones, and, 
further, that the bone contains the phosphate and 
carbonate of calcium in the same proportion as the 
serum. R. Robison ™* has disagreed with these views 
and has emphasised the significance of the hexose 
phosphoric esters. He states that the osteoblasts 
and the hypertrophic cartilage cells of the growing 
animal secrete an active phosphatase which, by 
hydrolysing the phosphoric esters of the blood, 
brings about a local increase of the tricalcium phos- 
phate concentration. This concentration exceeds the 
solubility product of the salt and leads to its deposition 
in the ossifying zone. Howland and his co-workers 
do not favour simple precipitation as the explanation, 
but regard the process as a chemico-physical one, 
depending on the activity of the living tissue in a 
medium in which the concentration of calcium and 
phosphate in the serum and tissue juice exceed a 
certain minimum value. J. B. Collip * in Canada, 
and C. P. Stewart and J. H. Percival * in this country, 
have dealt in particular with the changes in serum 
calcium under administration of Collip’s parathyroid 
hormone. The diffusible calcium is markedly increased 
thereby. These experiments indicate the ease with 
which calcium passes into the blood from bone and 
other tissues, and this is a brilliant confirmation of 
Hunter’s precocious statement about the continuous 
absorption and deposition of alkaline earths in old 
bone as well as in young bone. 

Several attempts have been made to imitate in 
colloidal solutions the actual deposition of tricalcium 
phosphate and calcium carbonate. Barillé** in 
France and J. C. Watt '!*> in Canada have come to the 
conclusion that the salts in bone are deposited by 


the activity of the osteoblasts as a secretory pheno- 
menon. Crétin,'* in particular, has contributed much 


to our knowledge of the staining reaction of bone 
and of the possible conditions of deposition of the 
calcium salts. He regards the actual areas of muscular 
attachment to be of great significance in determining 
cartilage formation and ossification. The sterno- 
mastoid and trapezius muscles in relation to the 
clavicle and the occipital bone are differentiated 
before the cartilage or bone appears. The point 
of cartilage formation and of bone formation is 
always related to the muscular attachment. The 
transportation of phosphorus in combination with 
alkali metals converts the primitive tissue into 
cartilage by producing a modification in the 
albumenoids of the matrix. Whereas cartilage is 
rich in sodium, growth ceases when calcium disturbs 
the equilibrium between phosphate on the one hand 
and sodium and potassium on the other. Calcium 
carbonate is now precipitated, redissolved in the 
presence of alkalies, and then reprecipitated by 
phosphate in the form of basic phosphate or phospho- 
carbonate. 
Tissue Culture Experiments. 

The results of tissue culture experiments have so far 
been disappointing. A. Carrel and M. T. Burrows *’ 
cultivated conjugal cartilage as early as 1910, but 
the first detailed experiments were those of 
A. Fischer !* in 1922. He cultivated the cartilage 
cells from the sclera of the chick embryo®* ‘ in vitro,” 
and found that the cells would not grow in the sub- 
stance but would grow on the surface of a clot of 

lasma. In the implant the hyaline substance 
iquefies, the cells migrate, increase in size, and 
continue to live. No division of the cells was seen. 
T. S. Strangeways !* succeeded in producing multipli- 





cation of the cartilage cells in vitro, with typical 
mitoses. Policard and Boucharlat *° implanted peri- 
osteum and perichondrium of chicks, but in vitro 
they gave rise to connective tissue cells without 
the formation of cartilage or bone. A.O. Wjerinski ?* 
reports the same results in vitro, though a homoplastic 
transplant in vivo led to strong mitotic multiplication 
of the cells of the periosteum and actual conversion 
into osteoblasts. Thus, so far, osteoblasts have 
not been grown or propagated in vitro by the technique 
of tissue culture. This suggests that the osteoblast 
is a purposively differentiated cell which may 
easily regress into a fibroblast, but will only rediffer- 
entiate in the presence of the blood-borne exudate 
of a living capillary. 

The nerve cell of the young embryo has been grown 
in tissue culture, but the growth has been localised 
almost entirely in the axone—i.e., in the part of the 
cell which was shown capable of growth in the adult 
by Waller’s classical experiments on nerve regenera- 
tion. The osteoblast, as Burrows ** has pointed out 
for the fully matured lymphocyte, polymorphonuclear 
leucocyte, and many other mononuclear cells, will not 
grow ina tissue culture. Neither the nerve cell nor 
the osteoblast can be propagated. Thus these cells 
seem to exhibit an extreme degree of differentiation. 

R. G. Harrison,” in 1914, pointed out that cells 
will not grow in tissue cultures in clotted plasma 
unless some form of support is afforded, such as the 
surface of the cover-glass, the surface of the fluid film, 
or a framework of spider-web, silk gauze, or cotton- 
thread. In cultures in which the tissue floats free 
in a fluid medium no outgrowth occurs and the cell 
succumbs. This phenomenon whereby a cell in 
the free rounded stage, devoid of support, is unable 
to grow was described by Leo Loeb and Fleischer 24 
under the name of stereotropism. It involves a 
most fundamental conception of a skeletal support 
for the cell, and may account for the failure to grow 
osteoblasts and fully differentiated blood cells such 
as lymphocytes. Kidney and liver are grown with 
ease because of their associated connective tissue 
stroma. Cartilage cells die when they round up 
near the epiphysis. Osteoblasts apparently require 
the support of a connective tissue stroma and the 
adequate supply of blood-borne substances such as 
vitamin A and ergusia. Only those animals which 
have a blood vascular system and a ccelom are able 
to produce an active osteoblast. 


Bone Pathology. 


The pathology of bone, like the pathology of the 
blood-vessels, has been so obscured by diverse 
classifications and a multitude of strange names that 
certain simple facts escape observation. Chondro- 
dystrophies, osteochondrites, and osteites have been 
subdivided without end, and dysostoses, aclasias, 
and dysclasias have been added thereto. Vrolik’s 
term of ‘“‘ osteogenesis inperfecta ”’ is one of the few 
safe terms in the pathology of growing bone. H. A. 
Harris’s *?® tentative scheme, as a simple working basis 
for the analysis of bone growth, serves also as a basis 
for the interpretation of bone pathology. He states 
that cartilage grows vegetatively by the imbibition 
of tissue juice in much the same way as bacteria, 
yeasts, tumour cells, and granulomata. This vege- 
tative proliferation of the cell is largely under the 
control of the water-soluble vitamins and of those 
substances which workers in the realm of tissue 
culture have designed as ‘“archusia”’ (M. T. 
Burrows)** or ‘‘trephones” (A. Carell).27. The 
process of proliferation of the undifferentiated cartilage 
cell is limited by the size of the mass and by the 
adequacy of nutrition. When the mass of cartilage 
reaches a certain limit, as in the case of a granuloma, 
the cells within the mass become senescent, degenerate, 
and gradually pass into a resting stage which in many 
cases leads to death. This process of degeneration 
is accompanied by calcification of the matrix, and is 
comparable to the phenomenon of caseation and 
calcification in a tubercle, gumma, or fibroid, or to 
hyalinisation and the formation of cell nests in a 
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carcinoma. Lastly, the propinquity of a rapidly 
growing capillary system in the bone-marrow brings 
into the region a new set of factors which lead to 
tissue differentiation as distinct from cell proliferation. 
The capillaries of the bone-marrow proceed to remove 
the dead calcified cartilage as they would proceed to 
remove any other foreign dead body, such as a 
caseated granuloma or a ligature. The cells of the 
calcified cartilage that are not quite dead, but rather 
in a resting or ‘‘ spore ”’ stage, respond to the approach 
of the blood capillaries by active amitotic division 
to form osteoblasts. Any primitive connective 
tissue cell in the vicinity of the actively proliferating 
capillary can give rise to osteoblasts, whether this 
cell be periosteal, perivascular, or reticular. This 
process of cell differentiation for function is in part 
attributable to the arrival in the apnea, via the blood 
stream, of fat-soluble blood-borne substances. These 
fat-soluble, blood-borne substances correspond to 
the “ergusia”’ or differentiating, energy-producing 
substance of Burrows, and to vitamin A _ proper. 
The osteoblasts are cells designed for work, not for 
proliferation, and a failure of ergusia or vitamin A 
leads to the formation of imperfectly differentiated 
osteoblasts. The degree of differentiation may be 
so low that the osteoblast is little more than a fibro- 
blast ; it may be more advanced, so that the cells 
deserve the name of ‘“ osteoidoblast,” but only in 
the presence of an adequate supply of the blood- 
borne vitamin A does one see the fully differentiated 
osteoblast with deeply staining nucleus and numerous 
basophilic granules in the cytoplasm. This con- 
ception of the vegetative proliferative process in 
cartilage, in contradistinction to the differentiating 
and functional process in bone, is not entirely new. 
Its formulation in terms of archusia and ergusia 
on the one hand, or in terms of water-soluble and 
fat-soluble vitamins on the other hand, is but an 
experimental and clinical statement of a _ long- 
established teleological fact. Richard Owen,?* when 
Curator of the Royal College of Surgeons of England, 
said, as far back as 1843 :— 

‘* Organic forms result from the antagonistic working 
of two principles, of which one brings about a vegetative 
repetition of structure, while the other, a_ teleological 
principle, shapes the living thing to its functions... . 
In every species these two forces are at work, and the 
extent to which the general polarising or ‘ vegetative 
repetition force ’ is subdued by the teleological is an index 
of the grade of the species.” 

Evolution is measured by the extent of the triumph 
of ergusia and the fat-soluble vitamins over archusia 
and the water-soluble vitamins. 

The term metastatic calcification was applied 
by Virchow to the occurrence of deposits of calcium 
salts in abnormal sites. There is hardly a tissue in 
the body which does not present numerous examples 
of abnormal calcification, from ganglion cells and 
skin on the one hand, to kidney, liver, lungs, and 
gastric mucosa on the other. Most of the cases of 
calcification occur in an area of senile or necrosed 
tissue, with a poor blood-supply and a slow lymph 
stream. There are, however, three marked exceptions, 
for calcification has been repeatedly reported in the 
lungs, kidneys, and gastric mucous membrane. These 
three areas are the sites of excretion or secretion 
of acid substances, and the tendency to calcification 
in these areas may be an expression of this fact. 
Cartilage, when calcifying, stains deeply with 
basophilic dyes, and has an acid reaction. Wells 2* 
has stated that the well-known tendency of muscle- 
fibres to calcify in the vicinity of recent wounds, 
including laparotomy wounds, may be due to the 
precipitation of calcium salts by lactic acid, set free 
by the injury to the muscle-fibres during the process 
of degeneration. The question whether a site of 
calcification shall also become a site of bone formation 
is apparently a question of blood-supply. Tendons, 
ligaments, the media of arteries and _ caseating 
granulomata rarely produce true bone, but muscle, 
kidney, lung, suprarenal, and tonsil frequently do, 
by reason of the association of primitive connective 
tissue cells with a rich capillary network. Cushing 











and Weed,*° in their experimental studies on the 
cerebro-spinal fluid of cats, observed numerous 
instances of calcification and ossification of the 
arachnoid membrane. Calcification occurred in non- 
vascular areas, for the nutrition of the arachnoid 
is obtained through the cerebro-spinal fluid rather 
than through the blood stream. On the other hand, 
every case of true bone formation was vascularised 
and could be attributed to the proliferation of 
mesothelial cells in a vascularised area, as distinct 
from the calcification of aged cells in an avascular 
area. In the aged cadaver of the dissecting-room, 
calcification of the membranes, both dura and 
arachnoid, is common. True bone formation, on 
the other hand, is rare. 

For a considerable time it was thought that the 
secret of calcification would be found in the formation 
of calcium soaps with fatty acids, for the early 
pathologists had described calcification by soap 
formation in degenerating lipomata as early as 1850. 
The absence of any appreciable amount of calcium 
soaps from areas of normal calcification has negatived 
this idea, and the presence of large quantities of 
calcium soaps in certain stages of the digestion of 
fat without associated calcification is also against 
the theory. We seem to be confronted with the 
need for a new chemical concept. The hydrogen-ion 
concentration and the salt content must be known, 
not only for the arterial and venous streams but also 
for the contents of the lymphatics, for the tissue 
juice, and for the interior of the cell. The high 
percentage of calcium which can be absorbed in a 
cartilage designed for later calcification was shown 
by Wells.1° He showed that pieces of epiphysial 
cartilage, tracheal cartilage, and costal cartilage 
absorb decreasing amounts of calcium salts, irre- 
spective of whether the cells in the transplant be 
alive or dead. Moreover, decalcified bone-grafts 
are known to be less efficient than normal bone-grafts, 
so that a preliminary calcification or power of calcium 
absorption in the tissue seems to be advantageous for 
subsequent ossification. Pathological ossification, noless 
than normal ossification, seems to require preliminary 
calcification of the cartilage or of the necrosed tissue. 

Since no chemical ion or soap in cartilage can be 
proved to be an adequate agent in producing the 
deposition of calcium phosphate and carbonate, it 
is interesting to note that Jan Wolf *! has returned 
to the problem of chondroitin-sulphuric acid. This 
substance is a normal constituent of cartilage; it is 
increased in calcifying cartilage: it occurs in the 
amyloid deposits of the spleen, liver, and arteries ; 
its calcium salt is very soluble. Jan Wolf has shown 
that the small veins draining the costal cartilage 
contain a measurable amount of chondroitin-sulphuric 
acid, and that this can be stained in situ by mucicarmin 
or basophilic stains. The acid is not found in the 
arteries. This suggests that the continuous removal 
of chondroitin-sulphuric acid from the matrix of a 
cartilage is necessary to preserve it from calcification. 
As yet no one has studied the effects on the solubility 
product of this acid or its calcium salt in the presence 
of other ions. Even as long ago as 1891, Schmiede- 
berg *? suggested that one of the functions of cartilage 
was the production of chondroitin-sulphuric acid 
and that this acid served as a mordant and possibly 
as a regulator of the processes of nutrition in other 
tissues. A chemical study of cartilage from this 
point of view may throw some light upon the meta- 
bolism of mucin, which hitherto has been unsolved. 


Dentine and the Odontoblast. 

Closely associated with the problem of the osteoblast 
and bone is the problem of the odontoblast and 
dentine. The metabolic processes involved are 
closely related, and the pathological processes are 
parallel in craniotabes, in dysostosis cleidocranialis, 
in osteomalacia, and in experimental rickets. The 
problem has been discussed recently by Mrs. 
Mellanby,** W. Fish,** and D. Stewart,** and attention 
must be drawn to the disturbing evidence adduced 
by Donaldson and French,** who claim that growth 
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persists in the molar teeth of the rat after eruption. 
The crown continues to increase in both dimensions ; 
as much as 10 per cent. is added to its length and 
breadth during the first two years, and the growth 
takes place in the dentine. This startling observation 
compels us to regard dentine, like bone, as a tissue 
subject to prolonged growth, peculiarly susceptible 
to changes in the blood calcium, and revealing the 
same processes of absorption and deposition as bone. 
The rapid development of caries and the fragmentation 
of the enamel in pregnant and nursing mothers may 
be due to the inroad made on the calcium of the 
dentine and the resulting shrinkage. 

Still more numerous are the problems afforded by 
comparative anatomy, and it is surprising that so 
little has been added to the original observations of 
John Goodsir (1814-1867), who inaugurated the study 
of calcification in sponges and molluscs. Pearl and 
Surface *’? in 1909 performed a classical experiment. 
They anastomosed the gut to the oviduct of the fowl 
and showed that the faces were covered with a shell. 
The domestic fowl, with its active metabolism and 
great powers of repair, appears to be an ideal animal 
for the study of calcification and ossification. Con- 
sidering the extent to which the costochondral 
junction and the costal cartilages have figured in the 
literature of rickets and respiratory diseases, it is 
evident that a detailed study of the comparative 
anatomy of these structures offers a promising field 
for research. The costal cartilages calcify in old 
age in man, in adolescence in sheep and goats, and 
they become really ossified in birds. 

It seems that until the chemist explains the colloidal 
processes which lead to the deposition of the salts 
of calcium in two tissues so fundamentally distinct 
as dying cartilage on the one hand and living bone 
on the other, we must continue to regard the osteo- 
blast as a splendid being, endowed with genius, 
sensibility, and intelligence, ever ready to perform 
the work at hand. 
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CANCER OF THE INTESTINE. 
A CLINICAL STUDY. 
RICHARD WARREN, M.D., 
F.R.C.S. ENG., 


ALEXANDRA MEMORIAL HOSPITAL, WESTON- 
LATE SURGEON TO THE LONDON HOSPITAL, 


By M.Cu, OXr., 


SURGEON TO THE 
SUPER-MARE ; 


THIS account is based on observations of 69 cases 
of cancer of the bowel (excluding the rectum) verified 
by operation. In all except two cases the cancer 
was of the large intestine. Although distinctly a 
disease of middle and old age, no stage of life affords 
immunity to it. The youngest in this series was a 
boy of 15 (much younger cases are on record) and the 
oldest a man of 78. Cancer of the small gut is rare ; 
only two cases were noted. In the colon the distribu- 
tion was as follows: c#cum to hepatic flexure, 12 ; 
transverse colon, 4; splenic flexure and descending 
colon, 20; sigmoid, 31. It is, therefore, much more 
common at the two ends of the colon, especially the 
lower. 

The onset is usually insidious, taking the form of 
a vague dyspepsia or abdominal discomfort, which 
may be regarded lightly by the patient until the 
crisis saittes with a well-marked attack of intestinal 
obstruction. The commonest symptoms and signs 
are: (a) in the earlier quiet period—pain, flatulence, 
and meteorism or distension with gas, alteration in 
the motions such as constipation and diarrhoea, and 
occasionally a local tumour; (6b) the urgent con- 
dition—signs of acute intestinal obstruction and of 
local or general peritoneal irritation. Most of the 
early signs are those of early intestinal obstruction 
and must be weighed carefully before being regarded . 
as trivial. 

Early Stages. 

In the early stages a mild degree of obstruction is 
apt to be the only significant sign. Rarely a local 
tumour can be felt. A woman of 50 who had suffered 
from metrorrhagia for some years was brought up 
for examination. In addition to the enlarged nodular 
fibroid uterus there was a small mobile lump on the 
left of, and not definitely attached to, the uterus, but 
sufficiently close to lead to the conclusion that it was 
a very mobile subperitoneal fibroid. At operation 
the small lump proved to be a cancer of the sigmoid. 
The cecum is the part where a cancerous tumour 
is most commonly noted early. 

1. The pain tends to be intermittent and varies from 
abdominal discomfort to fairly severe colic as the 
obstruction becomes more advanced. It may have 
a relation to meals and is, in fact, one of the forms 
of dyspepsia. The time relation is not, however, 
constant, like that of peptic ulcer, and the associated 
flatulence renders it more likely to be confused with 
gall-bladder dyspepsia. In a great many instances 
the pain is not enough to make the patient seek 
advice before acute obstruction supervenes. More 
rarely there is pain of a different type in the vicinity 
of the growth, as in one case where there was a large 
growth of the c#cum simulating a renal tumour, 
but not reducible into the loin. In other patients 
spread of the growth from the splenic flexure along 
the lieno-renal ligament gave severe pain, which in 
one instance preceded any signs of obstruction by 
some weeks and drew attention to the kidney rather 
than the bowel. Localised pain from ulceration of, 
and peritonitis over, the distended czcum is discussed 
later. 

2. Flatulence is a word covering various conditions. 
It may refer to eructation of gas associated with pain 
or discomfort, or to a feeling of fullness and distension, 
which is relieved by passage of the gas past the obstruc- 
tion with gurgling and tinkling noises known as 
borborygmi. Such noises and eructations are so 
commonly due to errors in diet, neurosis, &c., that 
unless they are of recent development and recur 
frequently, accompanied by pain which is relieved 


by the passage of gas, they have little significance. 
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Careful inquiry into the smaller happenings of a 
patient’s abdomen will often be helpful. Meteorism 
or considerable distension of the abdomen with gas 
may be regarded as the acme of flatulence; it is 
hardly an early symptom but is evidence that 
intestinal obstruction is already well developed and 
that the case has passed into stage (b). 

8. Irregular action of the bowels, if of recent origin 
in a middle-aged or elderly patient who has previously 
been normal, is one of the most suggestive symptoms. 
Less frequent, smaller, and perhaps thin and tape-like 
motions suggest an obstructive growth low down in 
the large intestine. Obstruction higher up, where the 
motion is soft or liquid, will not have the same effect 
in causing constipation and alteration in the shape 
of the motions. Diarrhoea is less frequent and is 
usually associated with constipation, though it may 
be the initial symptom. Two quite different con- 
ditions are classed together as diarrhea. 

(a) The first is the liquefaction of feces above an 
obstruction which has perhaps become temporarily 
blocked with a scybalous mass, the pouring out of 
secretion by the mucosa irritated by the retained 
feces, and, still more, the inability of the mucosa to 
perform its normal function of extracting water from 
the fatal porridge. The result is a great mass of 
peasoup-like material above the stenosed part. The 
temporary block gives way and the flood of liquid 
feeces pours down as diarrhcea or, if the dam does not 
yield naturally, persists until the surgeon lets out 
many pints of liquid feeces through a Paul’s tube to 
relieve acute obstruction. 

(b) The second is the irritation of a fungating growth 
by the passage of feces which causes an outpouring 
of mucus, pus, sloughs, and perhaps blood, and 
irritates the bowel below, causing tenesmus and small, 

“frequent, slimy stools. Diarrhoea of this type is a 
special feature of cancer of the lower part of the 
large gut, especially the rectum, and is common in the 
early morning. In the former class we find large inter- 
mittent stools of mgs feeces, and in the latter small, 
frequent stools with plenty of mucus, perhaps blood 
and occasionally sloughs. 

A palpable tumour is not common, and when present 
is, in my experience, of evil significance. The larger 
number of cases are those of annular stricture, which 
can only be felt when the abdomen is opened. <A cancer 
is most often palpable in the cecal region. Unfor- 
tunately, the tumours that can be palpated are apt 
to be secondaries in the glands, mesentery, and 
omentum, and indicate that the stage for radical 
removal has passed. 

To sum up, the only early signs of cancer of the 
bowel, except tumour, which is uncommon, are those 
of intestinal obstruction. The difficulty consists in 
distinguishing in time obstruction from other abdo- 
minal conditions of less serious or, at any rate, of 
less urgent import. 

Later Stages. 

The signs at this period are those suggesting what 
is commonly known as the ‘ acute abdomen,” and 
are of two types, (a) the obstructive, and (6) the pevi- 
tonitic, though a combination is not uncommon. 

The signs of acute obstruction hardly need 
repetition here; the severe colicky pain, the rising 
pulse, the vomit turning from green to brown, then 
acquiring a foul odour and finally consisting of liquid 
feeces, and the inability to pass flatus form a very 
definite picture. This is the class of case where true 
fecal vomiting is best seen; it simply denotes that 
the obstruction is low in the bowel. Visible peristalsis 
and marked meteorism, without tenderness or 
rigidity, complete the picture. 

The less frequent but more obviously acute type 
is where the bowel above the obstruction is so 
distended that it has become ulcerated with inflamma- 
tion spreading to its peritoneal coat. It may be 
gangrenous, or perforation may have taken place. 
The abdomen will then show marked tenderness and 
rigidity, which may be general where leaking of 
feces through a perforation has taken place, or 
localised, especially in the right iliac fossa, because 








the cecum is the place of maximum distension 
where gangrene and perforation most commonly 
occur. This last type of case gives a picture closely 
resembling acute appendicitis and has caused difficulty 
in diagnosis. 

X Rays in Diagnosis. 

Since almost the only signs are those of oncoming 
intestinal obstruction, it behoves us to get any help 
we can in distinguishing this from other varieties of 
‘* dyspepsia.’’ Careful following of an opaque meal 
downwards and, still better, of an opaque enema 
upwards with the fluorescent screen, is of great help 
in early and doubtful cases, but more often results in 
proving a negative and saving an exploratory 
laparotomy than in finding and locating an intestinal 
growth. Most commonly, in my experience, by the 
time the patient and doctor realise that anything 
serious is the matter, it is sufficiently obvious that 
operation is urgent and that X ray examination will 
only take up time which might be better employed. 
There can be no doubt, however, that if this means of 
investigation were used more frequently for patients 
with obscure abdominal symptoms, a good many 
cases would be diagnosed with sufficient probability 
to warrant operation at an earlier period. 


Complications. 

These are, unfortunately, only too frequent, and 
they may be :— 

1. Direct sequele of the growth: (a) Spread of 
the cancer to omentum, glands, peritoneum, or liver, 
rendering radical removal impossible. (b) Distension 
of the bowel above a constricting growth, ending in 
localised ulceration, gangrene, and perforation, and 
leading to local or generalised peritonitis. 

2. Association with totally distinct diseases such as 
appendicitis, suppurating ovarian cyst, or fibroids of 
the uterus, any of which may render radical removal 
of the growth much more difficult. 


Treatment. 

Out of 69 cases preliminary drainage by colostomy 
(including czcostomy) or lateral anastomosis was 
done in 57; in the other 12 the operation was 
primary excision and anastomosis. Of the 43 cases 
which survived colostomy or anastomosis excision of 
the growth was done in 24, and 16 recovered. As far 
as possible the rule was followed of not resecting at 
the primary operation when any obstruction was 
present. In some special circumstances this rule was 
broken, and not always with bad results. Taking it 
all round, patients did far better after secondary 
than primary excision, the mortality being 30 per 
cent. as against nearly 60 per cent. There is a great 
temptation to try to get the matter finished with as 
few operations as possible, especially in aged patients, 
but experience shows that people over 70 stand the 
extra time in bed, needed for a second and third 
operation (excision and closure of colostomy), quite 
well. Colostomy, though a relatively minor opera- 
tion, has quite a sufficiently high mortality ; in this 
series it was 20 per cent. This may seem high, but 
it is partly caused by complications. For instance, 
a middle-aged woman was admitted to hospital with 
well-marked signs of appendicitis. A large, red, 
swollen appendix surrounded with lymph was 
removed and the abdomen closed. The patient made 
a good recovery for 14 days and was about to get 
up when she was suddenly seized with severe 
abdominal pain and rigidity with collapse. Immediate 
laparotomy revealed thrombosis of the inferior 
mesenteric vessels, early gangrene of the sigmoid and 
descending colon, and a small annular cancer of the 
sigmoid. Whether the appendicitis was a pure 
coincidence or a sequel to septic absorption from the 
ulcerated growth, as well as a source for thrombosis, 
is a matter for conjecture. 

In several other cases the cecum has been gan- 
grenous or perforated ; not all these cases succumbed, 
but those who survive are fortunate. In another 
patient a suppurating ovarian cyst rendered the 
preliminary colostomy and excision difficult and 
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presumably inadequate, as recurrence took place. 

About a year later another inflamed ovarian cyst 

on the opposite side further complicated the 

condition. 
Primary Excision of Cancer. 

Cases in which primary excision seems enticing 
are :— 

(a) Those in which no obstruction is present— 
i.e., those in which a palpable tumour is the leading 
sign, especially growths of the cecum. 

(b) Growths of the cecum and ascending colon, 
because of the technical difficulties of an enterostomy 
in or above the cecum followed by excision in the 
vicinity of such a fecal fistula. 

(c) Where sepsis, peritonitis, and possibly abscess 
about the growth without much obstruction lead the 
surgeon to think that if the cases recover from 
colostomy and drainage of pus the resulting adhesions 
will make removal of the growth later on impossible. 
My impression is that cases of the last group are such 
bad operative risks that as little as possible should 
be done at first, provided that good drainage be 
established. For example, after draining an abdomen 
the lower part of which was full of feculent pus from 
the bursting of an over-distended c#cum, and making 
a ceecostomy, I was able three months later to remove 
a cancer of the transverse colon with compara- 
tive ease and success. One can afford to wait 
quite a considerable time after establishing bowel 
drainage. 

Cases of group (b) have most often tempted me 
to a primary excision, and though the results are 
poor they are no worse than those of secondary 
resection following anastomosis or drainage by 
enterostomy. The mortality either way is about 
50 per cent. Where there is no obstruction there 
seems no reason why primary resection should not 
be done; nevertheless, we shall probably get better 
results by preliminary drainage. 


Sites for Temporary Colostomy. 

There are three sites where the colon has a suitably 
long mesocolon—viz., the sigmoid, the transverse 
colon, and the cecum. The sigmoid is seldom 
available for growths above the rectum, and it is 
surprising how often it is too short to bring up to the 
surface. In some cases the sigmoid loop is long 
enough to use the upper part for a left inguinal 
colostomy for cancer of the lower sigmoid ; more 
often, however, the colostomy must be made in the 
transverse colon or cecum. The cecum is the place 
most generally suitable and its great advantage is 
accessibility. In the course of operation for intestinal 
obstruction the czecum is the first thing to look for, 
and therefore by the time one has decided on the local 
condition and diagnosis (provisional or complete) 
it is ready to hand and can readily be brought out 
through a small grid-iron incision in the right iliac 
fossa, well away from the future field of operation 
in the middle line. Moreover, the faces here are 
liquid and escape readily, so that the Paul’s tube 
does not get blocked with scybale, as may happen 
Jower down. The disadvantages are more apparent 
than real. (1) The cecostomy is not an artificial 
anus but a fecal fistula—i.e., the current of faces 
is tapped but not entirely diverted so that we cannot 
avoid letting feces pass the growth, and operation 
later cannot be rendered aseptic. As a matter of 
fact, even if the fecal stream be diverted, it is often 
impossible to get all the fecal masses out of the 
bowel, especially as they are often below the growth. 
(2) The fluidity of the feces is a great advantage for 
a temporary colostomy, but owing to irritation of the 
skin is a serious drawback for one which is intended 
to be permanent. Therefore one must try to make 
sure that the growth is removable before doing a 
cecostomy. In urgent cases this may be too difficult 
and dangerous, and, of course, it is possible to make 
a permanent colostomy lower down after the obstruc- 
tion is relieved and close the cecostomy. To perform 
three operations in a patient condemned to death 





is not a very satisfactory procedure, but it may be 
unavoidable. 

The transverse eolon has the disadvantages (1) that 
it may be pushed up by the distended guts and may 
be difficult to bring to the surface; (2) that the 
attachment of the omentum renders it hard to make 
a neat colostomy opening, although when there is 
time the bowel can be freed from the omentum ; 
(3) that it comes up most easily in the mid-line, 
where colostomy is rather in the way of further 
proceedings. The transverse colon is more useful 
for a permanent colostomy. 

Where the cancer is in a long loose loop of colon the 
loop and growth may be simply pulled up outside the 
abdomen and a colostomy made above the growth. 
A few days later, when the obstruction has subsided, 
the loop of bowel with the growth can be resected 
without anzsthetic close to the abdominal wall. 
Still later the two ends of colon can be freed, sutured 
end to end, and replaced. The last operation is 
practically extraperitoneal, as the adhesions about 
the abdominal opening usually stretch sufficiently to 
allow of manipulation and suturing without opening 
the peritoneum. This method of Greig-Smith is the 
one for debilitated subjects, but is only suitable in a 
few instances, especially for growths of the sigmoid. 
The disadvantage is that, although a good length 
of colon can be removed, the amount of mesocolon 
and glands available may be inadequate to make the 
resection sufficiently radical. Usually 10 to 20 days 
were allowed to elapse after the preliminary colostomy 
before removal of the cancer was attempted, but 
occasionally, owing to complications, as much as 
three months passed with quite successful results. 


Resection of the Cancer. 

The work of Jameson and Dobson has given us a 
standard of the amount of bowel, mesentery, and 
glands that should be removed if possible for growths 
of the various parts of the colon, and I have had this 
standard in mind in operating on these cases. It 
happens, however, fairly often that the condition of 
the patient or the complications involving the growth 
render it impossible for a classical excision to be 
carried out in its entirety. Fortunately, these growths 
are mostly of a sclerosing, slow-growing type with late 
secondary spread, and what seems on anatomical 
and pathological grounds an inadequate operation 
often proves quite successful. End-to-end anastomosis 
was most frequently employed and occasionally end 
to side. This saves material where there is not too 
much length to spare and has, in my experience, given 
better results than the lateral method. If a caecostomy 
had not been made at a previous operation one was 
always provided when resection and anastomosis 
was done, to act as a safety-valve for flatus and to 
prevent tension on the suture line. 


Table of Operations and Results. 


Secondary resec- 
tion following 


Anasto- 
miosis. 
Primary 
resection. 


(a) colos- 
tomy. 


(>) anas- 
tomosis. 


Colostomy. 








Smallintestine .. — 2181410 1- — 
Ceecum and ascend- 
ing colon °e 1190191318 i4 0 1 1 1 
Transverse colon . . 3 - 2 0 _- — 
Splenic flexure and 
descending colon 11:,3;13 1 -| 2 5 4 1 0 
Sigmoid .. ne tae) Ss i 3/1 7 2 -| — 
Total 61'9'7\'4'6)17\14 7 2 1 
L. = Lived. D. = Died. 
Conclusions. 


About half the cases come to hand at a sufficiently 
early stage to warrant an attempt at radical removal. 
Few cases are thought to need surgical advice until 
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intestinal obstruction is becoming obvious. Earlier 
investigation with opaque enemata should help to 
separate this class of ‘‘ dyspepsia’’ from other less 
serious conditions. It is largely delay which makes the 
mortality of colostomy so high. 

A certain number of cases are beyond radical 
operation, from secondary spread, before any 
symptoms are noted by the patient. A preliminary 
colostomy (czecostomy) is a wise precaution even 
where there is no obvious obstruction. 

There is no need for great haste after the colostomy 
is established ; weeks or even months may be needed 
before the patient is fit to undergo the more radical 
operation of resection of the cancerous growth. 





THE THERAPEUTIC ACTION OF _ 
PLASMOQUINE AND PLASMOQUINE- 
COMPOUND* IN MALARTA. 


By PHILIP MANSON-BAHR, D.S.O., M.D. Camp.., 
F.R.C.P. Lonp., 
TO THE HOSPITAL FOR TROPICAL 


PHYSICIAN DISEASES, LONDON, 


ONE of the first specifics in medicine to be dis- 
covered, quinine has held the premier place in the 
treatment of malaria for nearly 300 years, and, in spite 
of a vast amount of research upon the action of the 
alkaloids of cinchona during the last 14 years, no 
striking improvement has been made in its therapeutic 
qualities. No one can doubt the instantaneous and 
selective effect of quinine upon the malaria parasite, 
but the drug does not entirely extirpate the infection 
from the body; there usually remain trophozoites 
which migrate to some secure spot and there multiply 
and produce a relapse whenever conditions become 
favourable. Effective quinine therapy is based upon 
the belief that it is necessary to continue its adminis- 
tration in gradually decreasing dosage until two 
months from the time of the last appearance of the 
malaria parasites in the circulation ; in other words, 
it is believed that only by constantly assailing the 
parasite with repeated doses of quinine is it possible 
to prevent it from multiplying and producing further 
relapses. This is especially true of the benign tertian 
parasite, Plasmodium vivax, which may produce an 
infection that it is almost impossible to eradicate with 
quinine until the natural life-span of the parasite has 
been run and it dies out from inanition. This may 
take from one to three years. 

We have no really conclusive evidence that quinine 
—for instance the bihydrochloride salt—when injected 
intramuscularly or intravenously, is able to extirpate 
an infection more effectively or speedily than when it 
is absorbed by the alimentary tract. The drug is 
excreted equally rapidly from the body, and, although 
injection has its legitimate uses when quinine by the 
mouth cannot be tolerated, yet it is cumbrous, 
painful, andsometimes even dangerous. Some people, 
especially women, have an insufferable intolerance to 
the drug. In different subjects it may provoke 
intractable dyspepsia, vomiting, and diarrhoea, the 
most irritating tinnitus, or a toxic urticaria. while in 
some it is a powerful cerebral depressant. Research 
upon the various salts of quinine has not demonstrated 
that any particular combination has special curative 
or preventive virtue. The other alkaloids of cinchona 
bark—cinchonine, cinchonidine, and quinidine— 
possess no greater parasiticidal action than quinine 
itself. Obviously some alternative specific drug for 
malaria is eminently desirable. 


Plasmoquine. 

The chemical formula of quinine is complicated, but 
it is known to be a combination of a quinoline ring 
with piperidine. The former appears to be a proto- 
plasmic poison. Many unsuccessful attempts have 
been made to synthesise quinine in the laboratory and 
other compounds have been elaborated in the process. 





* Identical with plasmochin and plasmochin-compound. 








Schulemann, Schénhéfer, and Wingler have synthe- 
sised a derivative of quinoline (ethylamino-quinoline- 
hydrochloride) which is now known as plasmoquine 
and which was found to exert a toxotropic effect upon 
the plasmodium of birds (Plasmodium preco.). 
According to Hoérlein, its exact constitution is the 
salt of alkylamino-methoxyquinoline. Kopanaris, the 
brothers Sergent in Algiers, and Giemsa in Hamburg 
had already shown that quinine exerts an effect upon 
the plasmodium of canaries which is comparable to 
its effect upon the malaria parasites of man. 


Estimation of Therapeutic Action. 

The treatment of bird malaria with the various 
derivatives of the quinoline ring afforded a means of 
comparison of these compounds with the salts of 
quinine. Further extensive experiments upon 
canaries artificially infected with P. pracor wer 
carried out by Roehl in the Chemotherapeut ic 
Laboratories at Elberfeld. Difficulty was at first 
experienced in assessing the correct therapeutic action, 
as plasmoquine caused too violent a local reaction 
when injected into the breast muscles of these delicat: 
creatures, and the exact amount ingested could not 
be estimated when it was mixed with their food. 
Finally Roehl devised a pipette about the size of a 
ureteric catheter, through which an exact amount of 
plasmoquine could be injected directly into the 
stomach of the canary and its effect upon the parasite 
accurately estimated. By calculating the amount of 
quinine necessary to cause a permanent disappearance 
of P. precoxr from the blood of infected canaries, it 
was found that plasmoquine exerted a parasitotropic 
action 60 times greater than that of quinine. Another 
remarkable observation resulting from these experi- 
ments was that plasmoquine exercises an especially 
destructive action upon the sexual stages, or game- 
tocytes, upon which quinine is almost inert. The 
next step was to test the effect of plasmoquine upon 
human malaria. A dose of 0-25 g. daily was found to 
exert toxic effects; the patient developed a blue 
lividity of the skin and nails, the blood became a 
peculiar chocolate-brown colour, due to the conversion 
of hemoglobin into methemoglobin, while partial 
collapse and sometimes vomiting was produced. This 
cyanosis, which, when intensive, is extremely alarming 
both to patient and physician, is now generally 
Seateatliahill ton indicating that the dosage of plasmo- 
quine is too large and that it is exerting a toxic 
effect. At first Mihlens and Sioli advocated a dose 
of 0-1 g. plasmoquine daily for three days after the 
disappearance of the malaria parasites from the 
circulation. Later it was found that even this dose 
was too large for general use and that 0-06 g. daily 
was sufficient to extirpate the infection without 
producing cyanosis. Plasmoquine is_ practically 
tasteless, but when chewed produces a curious 
anesthetic effect on the tongue and pharynx. When 
tested by Sioli in therapeutic malaria for general 
paralysis and by Miihlens in a series of 134 naturally 
acquired infections, it was found that plasmoquine 
exerted the same lethal action upon the gametocytes 
of benign and subtertian malaria as it had already 
been shown to exert upon the P. precox of birds. The 
gametocytes, or crescents, of the subtertian parasite 
disappeared after four days. The action of the drug 
upon trophozoites of the subtertian was much less 
satisfactory than upon similar stages of the benign 
tertian parasite. These observations I was able to 
confirm in a series of 28 cases of malaria treated in 
London in 1926. In addition I noted the rapid reduc- 
tion in the size of the spleen; in some instances the 
shrinkage was so rapid as to cause very considerable 
pain over the splenic area, and in others the adminis- 
tration of the drug had to be discontinued on account 
of the acute abdominal pain it produced. It was 
found necessary to interrupt the course of plasmoquine 
to allow of the total excretion of the drug from the 
body. The drug could be given in full therapeutic 
doses (0-06—0-08 g.) daily for seven consecutive days 
for six separate weeks if a break of five days were 
allowed between each course. 











THE LANCET, ] 


DR. P. MANSON-BAHR: PLASMOQUINE IN MALARIA, 





[sErT. 8, 1928 497 








Plasmoquine-compound. 

Subsequently Schulemann and Memmi showed that 
the therapeutic action of plasmoquine was greatly 
enhanced by the addition of quinine, and that the 
specific plasmoquine cyanosis was thereby avoided. 
In other words, the therapeutic actions of plasmoquine 
and quinine are antagonistic. It was found, moreover, 
that the addition of small quantities of quinine greatly 
increased its parasitotropic action upon subtertian 
infections and that the clinical results were, as a rule, 
superior to those of plasmoquine alone. Schulemann 
and his fellow workers have shown that one-tenth of 
the daily amount of plasmoquine taken is excreted in 
the urine. The presence of the drug in the urine can 
be ascertained by chloranil, which gives an intense blue 
colour with plasmogquine, but not with quinine. 

The combination of quinine sulphate with plasmo- 
quine is now known as ‘“ plasmoquine-compound.”’ 
It is put up in tablets of 0-01 g. (gr. 1/6) plasmoquine 
with 0-125 g. (gr. 2) quinine sulphate. The following 
scheme of dosage and treatment is the one I generally 
advise :— 

For Benign Tertian and Quartan Malaria. 
ist week, 7 days, 2 tablets plasmoquine-compound 
three times daily (0-06 g. (gr. 1); plasmoquine plus 
0-75 g. (grs. 12) quinine three times daily). 

Treatment should extend over a further 44 days, 
composed of four separate weeks’ treatment (making 
five weeks in all) of 12 tablets of plasmoquine- 
compound daily with four days’ interval between each 
week. It is necessary to follow this scheme closely in 
order to prevent relapses. 

In subtertian malaria it has been found advisable 
to alter the periods during which the drug is adminis- 
tered. The first period should be one of five days 
followed by a four days’ break, and the subsequent 
five courses of administration should be five days each, 
instead of seven, as given in the above table. It is 
necessary to be explicit about the dosage of 
plasmoquine-compound, as confusion is apt to arise 
on this point. Recently the size of the individual 
tablet has been altered to contain twice the amount 
formerly dispensed. Up to a month ago each tablet 
contained 0°005 g. plasmoquine and 0°0625 g. 
quinine. 

In a recent communication I have been able to 
show that plasmoquine-compound has a striking 
effect upon the gametocytes of both subtertian and 
benign tertian malaria. Disintegration of crescents 
takes place after the exhibition of 8 tablets of 
plasmoquine compound (i.e., 0-08 g. plasmoquine 
plus 1-0 g. quinine), while with pure quinine these 
crescents sometimes persist in the circulation for a 
month. 


Recent Experiences in the Treatment of Malaria 
with Plasmoquine-compound, 

During the year 1927 and the early portion of 1928 
I have discontinued the use of plasmoquine for that 
of plasmoquine-compound, and the results have been 
on the whole satisfactory, both clinically and parasito- 
logically. The cases here described were treated in 
hospital where prolonged and accurate observations 
could be made. 


Of 18 beniqn tertian cases 12 were in men and 6 in women ; 
the youngest was a boy of 8 years of age. The average 
length of stay in hospital was 11 days and the parasites 
disappeared from the blood stream after an average amount 
of 13} tablets of plasmoquine-compound (i.e., 0-135 g. 
plasmoquine + 1-687 g. quinine). As a rule the patient 
received a total amount of 25 tablets (i.e., 0:25 g. plasmo- 
quine, 3-125 g. quinine) while in hospital. 

In one case only was a slight cyanosis observeu after the 
sixth day of administration of the drug. The only other 
untoward symptoms noted were dyspepsia, occasionally 
abdominal pains, and, in one case only, dizziness. Subsequent 
experience has shown that these could be removed by glucose 
3i., given daily, either in powder or liquid form. As with 
pure plasmoquine, a rapid contraction in the size of the 
spleen took place and a corresponding clinical improvement 
in the condition of the patient was noticed. In three cases, 


there was an increase of red blood corpuscles of 1,000,000 
within a week. In only one case did a rigor or secondary 
rise of temperature take place. Two of the best clinical 
cases of the series had previously exhibited intolerance to 
quinine, both by immediate dyspepsia and vomiting and 
later by tinnitus and cerebral irritability. In both the 
subsequent course of plasmoquine-compound was well 
tolerated. 


Relapses.—No doubt relapses do occur, just as they 
do after prolonged quinine therapy. I have records of 
two clinical relapses within six months of the cessation 
of treatment in the above series of 18. Probably 
further experiences of plasmoquine-compound will 
indicate that a still more prolonged constant therapy 
is necessary to stamp out the infection from the body. 


The 11 cases of sublertian malaria were all in males. 
Amongst them were five cases which, from the severity of 
the symptoms, could be legitimately regarded as of the 
pernicious form. One, from the acuteness of onset and the 
persistence of diarrhoea and vomiting, could be classified 
as a genuine case of abdominal malaria, and it was interesting 
to note that he showed a persistent leucocytosis of 20,000. 
One had recovered from a recent attack of blackwater fever, 
a third showed an intolerance to massive quinine therapy 
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Temperature chart of a case of benign tertian malaria in a 
patient aged 10. Massive quinine therapy had been tried 
but had not prevented numerous relapses on alternate days. 
On treatment with plasmoquine-compound, as shown on the 
chart, the malaria was apparently cured, no relapses having 
been recorded since cessation of treatment six months ago. 
(The dosage is that of the smaller size tablet as described 
above.) 


and had suffered from relapses in spite of it, while a fourth 
had been previously diagnosed on clinical grounds as tuber- 
culosis. Very large numbers of crescents were found in the 
peripheral blood (132 to every 200 leucocytes). Crescents 
were present in three cases and ring-forms were found in 
eight. In one instance the appearance of scanty crescents 
in the peripheral blood was noted during the course of 
treatment with plasmoquine-compound (i.e., after 0-29 g. 
plasmoquine and 3-6 g. quinine). The length of treatment 
in hospital was 14 days and the average amount of plas- 
moquine-compound required to banish the infection was 
13} tablets (0-135 g. plasmoquine and 1-68 g. quinine). 
The average amount of the drug taken was 27} tablets (or 
0:27 g. plasmoquine and 3-37 g. quinine). 

On the whole the results were not so satisfactory as 
in benign tertian malaria. In two cases, owing to the 
severity of the symptoms—vomiting and pyrexia— 
the action of plasmoquine-compound had to be 
reinforced by two intramuscular injections of quinine, 
gars. 5 each. Nevertheless, in three very severe cases 
the clinical improvement was striking and quite as 





in which considerable blood destruction had taken place, 





satisfactory as after intensive quinine treatment. 
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Quartan Malaria.—I have had only one opportunity 
of observing the effects of plasmoquine-compound in 
quartan malaria. 

The patient had suffered almost continuously for four 
years from persistent relapses of a peculiarly intractable 
form of fever which did not yield to quinine. She had a 
large and painful spleen and a scanty infection of quartan 
parasites in the peripheral blood. A full course of plasmo- 
quine-compound was followed by a slight cyanosis, which 
was transitory and unaccompanied by any other alarming 
symptoms. The clinical results, as far as could be ascer- 
tained, were satisfactory and no more relapses have occurred. 
The physical condition is satisfactory. 


Conclusions. 

The time is not yet ripe to draw a final conclusion 
upon the réle which plasmoquine is destined to play 
in the therapeutics of malaria. I am not suggesting 
that it is going to replace quinine in the treatment of 
every case, but I submit that sufficient evidence has 
now been accumulated to show that, under certain 
circumstances, it can act as an efficient substitute in 
patients who have been susceptible to, or intolerant of, 
large doses of quinine. Its most important property 
is that it affords an alternative treatment and is 
undoubtedly tolerated in severe cases with persistent 
vomiting when pure quinine is not. The amount of 
the drug necessary to banish the parasites from the 
blood is much.smaller—a very important point—the 
taste is not disagreeable, the effects upon digestion are 
negligible, and it is well tolerated by children. 

Occasional signs of relative intolerance to plasmo- 
quine and plasmoquine-compound are slight cyanosis, 
dyspepsia, colic, and splenic pain. 








SPLENIC ANZMIA AND PORTAL 
THROMBOSIS. 


By J. CONWAY DAVIES, M.B. CaAmes., 
M.R.C.P. Lon»., 


PHYSICIAN TO THE SEAMEN’S HOSPITAL, GREENWICH ; DEMON- 
STRATOR OF PATHOLOGY, ST. BARTHOLOMEW’S HOSPITAL, 


THE relation between splenic anwmia, Banti’s 
disease, and portal thrombosis has been the subject 
of much controversy in medical literature. The 
current orthodox view applies the term ‘“ splenic 
anemia ’”’ to a condition of primary splenomegalic 
anemia of unknown origin, without enlargement 
of lymph nodes or cirrhosis of the liver and having 
a striking tendency to gastro-intestinal hemorrhage ; 
the expression ‘* Banti’s disease ’’ is confined to cases 
in the above group which terminate in atrophic 
hepatic cirrhosis with ascites. Therefore cases of 
splenic anemia which progress without showing any 
tendency to cirrhosis, or which develop a late hemo- 
lytic jaundice—again without cirrhosis—as described 
by Banti himself,’ would be excluded from this group. 
On the other hand, cases of splenic anemia exhibiting 
later the signs of Banti’s syndrome would be regarded 
after the event as early cases of Banti’s disease. The 
latter, it is held, is a terminus towards which certain 
cases of splenic anemia progress. They do not all 
do so, and therefore the terms can only be synonymous 
in certain cases, and then only retrospectively. Spleno- 
megalic anzmia associated with syphilis, malaria, 
tuberculosis, or kala-azar should also, on this view, 
be grouped separately. According to this classifi- 
cation it will be seen that any case exhibiting Banti’s 
syndrome, attributable to a hitherto recognised 
cause, ceases to be one of Banti’s disease ; this applies 
also to splenic anzemia. Both are essentially expectant 
groups awaiting nomination. This is the view taken 
by Leon-Kindberg., amongst others, in his admirably 


clear and discriminating article on the sclerotic 
splenomegalies.? 
Differing Interpretations. 
Many writers, however, chiefly French and 


American, disagree with this conception, and wish 
to classify the conditions under the general headings 
of (1) hepatic congestion or cirrhosis, (2) syphilis, and 





(3) malaria. Gilbert and Lereboullet,? in 1904, 
pointed out that a condition indistinguishable from 
Banti’s disease can be produced by portal congestion 
of hepatic origin. The spleen, in their view, is the 
satellite of the liver, and splenomegaly of this type 
is merely an episode of portal hypertension. Per- 
sistence of the umbilical vein, so that excessive 
amounts of blood are carried to the portal sinus, has 
also been described as a cause. O6cttinger and 
Fiessinger,‘ and Warthin,’ consider that Banti’s 
disease as such is an illusion, and describe a group of 
splenomegalic anzemias associated with portal throm- 
bosis. Warthin is ‘particularly out-spoken, and 
says: ‘‘ Until it has been shown that the splenic 
anemia of Banti’s complex can exist without any 
evidence of obstruction in the portal or splenic veins, 
then my contention must hold that the complex is 
no disease-entity. Until this is done, splenic anzemia 
and Banti’s disease must be regarded as coérdinated 
symptom-complexes and not individual disease- 
entities.” Elsewhere he says that an _ infective 
thrombophlebitis of the portal or splenic veins is the 
essential feature of all these cases, no matter under 
what head reported—splenic or portal thrombosis, 
splenic anemia or Banti’s disease. The importance of 
this view is further emphasised by the fact that of the 
six cases diagnosed clinically as either splenic anemia 
or Banti’s disease in the post-mortem register at 
St. Bartholomew’s Hospital since 1920, portal throm- 
bosis was present in every one. The facts, then, are 
not in question. What seems doubtful is the inter- 
pretation to be placed upon them, whether such 
thrombosis is primary or secondary, and the exact 
discrimination of the causal sequences at work. 
Relation in point of time is notoriously difficult to 
establish by post-mortem methods, and it is difficult 
to see how this question can be settled other than by 
an analysis of events occurring within the course 
of the disease itself. Two cases, occurring recently 
at St. Bartholomew’s Hospital, seem to go some way 
towards meeting Warthin’s challenge and supplying 
a solution to this problem. 


Two Cases Related. 

CasE 1. Fatal Termination.—A woman of 50 was admitted 
to hospital complaining of breathlessness, palpitation, 
epigastric pain after food, and pain in the left side of the 
chest, all of one year’s duration. She was pale and sallow. 
The spleen was palpable, and both it and the liver were 
described as being ‘‘ three fingers-breadth below the costal 
margin.’’ Ascites was absent. There had been no 
hematemesis. The Wassermann and sigma reactions were 
negative, and the fragility of the red cells was within normal 
limits. Van den Bergh’s test was not done, but there was 
no obvious jaundice. A blood count showed : Haemoglobin, 
35 per cent. ; red cells, 2,540,000 ; white cells, 3800 (poly- 
morphs, 2508 ; lymphocytes, 1216); colour-index, 0-7. No 
nucleated red cells or megaloblasts were seen. 

The patient had never had malaria or jaundice, and there 
were no enlarged lymph nodes. A diagnosis of splenic 
anz#mia was made, and three blood transfusions were given, 
which raised the hemoglobin to 40 per cent. and the red 
blood cells to 4,900,000, Splenectomy was then performed. 
The patient progressed uneventfully until the fourteenth 
day after operation, when she suddenly felt faint and 
her temperature dropped from 99° to 95° F.; pulse-rate, 
100; respirations, 20. The abdomen was distended, but 
no pain, tenderness, rigidity, or shifting dullness was noticed. 
The patient passed two stools containing bright-red blood. 
Early the next morning the pulse-rate suddenly rose to 
150; temperature, 95°; respirations, 20. A blood 
count at this time showed: Red cells, 6,890,000; hamo- 
globin, 85 per cent. ; white cells, 63,400. (Six days after 
operation a leucocyte count showed only 6900.) The 
striking rise in the number of red cells and in the hemoglobin 
content was evidently due to sudden concentration of the 
blood, associated with shock. The patient was considered 
too ill for operation, but a further transfusion was done, 
one hour after which the temperature rose to 102°. The 
patient died the following morning with a temperature of 
107°. 

Post-mortem Examination.—The peritoneal cavity con- 
tained much clear yellowish fluid. The lower three feet 
of the ileum were congested and cedematous. The ligatures 
on the splenic pedicle were intact and there was no evidence 
of suppuration. A film made from the tissues of the pedicle 
and stained by Gram’s method showed no organisms .- 
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Culture showed a coliform bacillus, probably a contamination. 
The liver gave evidence of early nutmeg changes, but no 
evidence of cirrhosis was noted. Adherent ante-mortem 
clot was present in the splenic, portal, and mesenteric 
veins. The post-mortem note stated: ‘‘ The phlebitis and 
thrombosis have presumably spread from the splenic pedicle 
along the splenic vein, but no proof of bacterial infection 
was obtained.’’” No explicit note was made either at 
operation or at the post-mortem examination on the size 
of the splenic vein or the condition of its wall. The spleen 
was unfortunately not examined microscopically. 


CAasE 2. Recovery.—A man, aged 23, was admitted to 
hospital complaining of black stools. Four months pre- 
viously he had had hematemesis, for which he had been 
treated at another hospital with Lenhartz diet and ultra- 
violet rays. On examination the spleen was palpable ; 
jaundice and ascites were absent and there were no 
palpable lymph nodes. A blood count showed: Hemo- 
globin, 48 per cent. ; red cells, 3,200,000 ; white cells, 5600 ; 
colour-index, 0-75. The Wassermann and sigma reactions 
were negative, and so was van den Bergh’s test. There was 
no history of malaria. A diagnosis of splenic anemia was 
made and splenectomy performed. 

Morbid Anatomy.—The spleen weighed 25 oz., and was 
firm and fibrous. Perisplenitis was absent, and there were 
no infarcts. Microscopically, it showed a rather a-cellular 
generalised fibrosis. There was no uniform congestion, but a 
few small scattered haemorrhages were present, due possibly 
to operative trauma. The sinuses were not dilated and 
contained very few cells. There was no evidence of endo- 
thelial proliferation or the deposition of pigment. The 
picture was quite unlike that described by Tansini and 
Morone in splenomegaly due to portal thrombosis,* where 
the splenic sinuses were transformed into “ large lakes of 
blood,”’ and the pulp infiltrated with macrophages and 
pigment. 

The patient recovered from the immediate effects of the 
operation, and eight days later a blood count showed: 
Red cells, 2,800,000 ; white cells, 8600 ; polymorphs, 6620 ; 
lymphocytes, 1030. An estimation of the haemoglobin 
was not done. Thirteen days later the figures were: 
Hemoglobin, 44 per cent ; red cells, 3,400,000 ; white cells, 
14,000 ; colour-index, 0-7. 

On the fourteenth day after splenectomy the patient had 
a sudden attack of severe abdominal pain and vomited. His 
temperature dropped to 96°; the pulse-rate rising to 135. 
The abdomen become distended and free fluid was noted. 
No leucocyte count was done at this time. Intraperitoneal 
hemorrhage was suspected, and it was decided to perform 
a suprapubic exploratory puncture. This was done, and 
two pints, not of blood but of clear yellow fluid, were with- 
drawn. A drainage-tube was left in, and the patient 
transfused with 400 c.cm. of blood. He vomited afterwards, 
and was rather restless. However, his temperature gradu- 
ally improved, reaching normal on the third day, and he 
made a good recovery. Six months later a blood count 
showed: Red cells, 4,090,000; hemoglobin, 50 per cent. ; 
white cells, 9000. In spite of this, there can be little 
doubt that acute portal thrombosis supervened on the 
fourteenth day after splenectomy. The exact site must 
remain uncertain, but two facts—the ascites and the sudden 
severe pain—make it probable, as will appear later, that 
both portal and mesenteric veins were involved. 


Signs and Symptoms of Portal Thrombosis. 

The signs and symptoms of portal thrombosis 
are fairly well known and have been described 
exhaustively by Langdon-Brown.? They are more 
or less invariable, and include abdominal pain, 
ascites, diarrhoea with or without blood, vomiting with 
or without hematemesis, enlargement of the spleen 
and, if of acute onset, general shock. All these were 
present in the two cases described in this paper. 
Langdon-Brown suggests that the signs and symptoms 
may bear some relation to the site of thrombosis. 
** Broadly speaking, in any case of pylethrombosis, 
if ascites is present, the trunk of the vein is probably 
occluded ; if hamatemesis occurs, the splenic vein 
is probably involved ; and if pain, vomiting, diarrhoea, 
and collapse are the leading symptoms, there is 
probably obstruction of the superior mesenteric 
vein.” The onset is not always acute; it may be 
Slow and progressive, though interrupted by critical 
episodes corresponding to fresh attacks of thrombosis. 

rick * and Frugoni*® emphasise this irregularity 
in progress as an important point of distinction 
between primary splenomegaly and that due to portal 
thrombosis. This point will be referred to later. 





Acute thrombosis of the coronary vessels is well 
known to give rise to an emphatic leucocytosis. <A 
leucocyte count in direct response to the acute 
abdominal condition was done in only two cases, in 
Case 1 of this paper, and in another case of acute 
portal thrombosis not described here. In the latter 
the count rose from 18,000 to 34,000 with the onset 
of symptoms. In Case 1 splenectomy had been 
performed 13 days previously, and splenectomy per se 
causes a leucocytosis. In fact, however, the appear- 
ance of acute symptoms introduces a figure of a 
different order from that anticipated on physiological 
grounds, so that this may be taken to represent 
leucocytosis of thrombogenic origin. Before splen- 
ectomy the leucocyte count was 1200; seven days 
afterwards it was 9500. With the onset of acute 
symptoms on the thirteenth day after operation it 
rose to the quite unexpected figure of 63,400. Further 
leucocyte counts in patients with portal thrombosis 
are to be desired, but the evidence of these two cases 
suggests that leucocytosis may occur. 


Classification of the Two Cases. 

It is clear that all these signs and symptoms, with 
the exception of a possible leucocytosis, are common 
both to portal thrombosis and (if they have any 
separate existence) to splenic anemia and Banti’s 
disease. The two cases under discussion are 
presented as examples of primary splenomegalic 
anemia rather than of thrombosis, on the following 
grounds :— 


1. That thrombosis was here the initial cause is 
improbable, as acute signs and symptoms attributable 
to thrombosis only occurred well within the course 
of an already established ** splenomegalic anzwmia.”’ 

2. The contention that this pre-established spleno- 
megaly was itself the result of a slowly progressive 
thrombosis is difficult to maintain in view of three 
facts: (a) The absence in the past history of exacer- 
bations similar to the one observed. Reference has 
already been made to the importance of this point, 
emphasised by Frick. (b) The absence in the records 
of the surgical procedure of any mention of such 
thrombosis or thrombophlebitis in situ. (c) The fact 
that Case 2 made such a complete and rapid recovery 
from his post-operative attack. If this had been 
merely the culmination of a slowly progressive 
thrombotic process extending over one year, such a 
rapid remission would seem most improbable, with 
or without splenectomy. 

If these points be admitted, then Warthin’s theory 
of an initial and invariable portal thrombosis as the 
underlying condition in both splenic anzwmia and 
Banti’s disease seems clearly inapplicable to these 
two cases. It is not maintained that portal throm- 
bosis never gives rise to a picture indistinguishable 
from Banti’s syndrome; it seems certain that it 
can, and does. But it is maintained that thrombosis 
seems peculiarly liable to develop during the course 
of a primary splenomegalic anemia without lymphatic 
enlargements and with or without ascites. To argue 
in the reverse way would be on all fours with the 
attempt to show that portal thrombosis is the cause 
of hepatic cirrhosis, since Langdon-Brown’ has 
shown that this is the commonest condition associated 
with portal thrombosis in general. 

Rosenthal,'® in a recent study of the platelets in 
Banti’s disease, has shown that cases can be divided 
into two groups, thrombocytic and thrombopenic. 
The former he considers particularly liable to severe 
hemorrhages ; the latter to thromboses, especially 
post-operative. Unfortunately, platelet counts were 
not done on either of the cases considered here, but 
it is clear that the idea opens up a fresh field for 
investigation and offers a possible explanation of the 
frequency with which thrombosis occurs. The post- 
operative tendency to it may further be related to 
the fact that the red cells are apt to rise very rapidly 
after splenectomy, and Leon-Kindberg '' reports 
transient polycythemia on several occasions. This 
was present in Case | (red cells 6,890,000), although 
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it must be remembered that here shock was probably 
the predominant factor. 


Summary. 

The relationships between splenic anemia, Banti’s 
disease, and portal thrombosis are mentioned. The 
classical view of Banti, and later of Leon-Kindberg, 
is summarised, and contrasted with that of Warthin. 
Two cases of anemia with splenomegaly associated 
with portal thrombosis are described in detail. 
Reasons are given for believing them to be examples 
of primary splenomegalic anzmia (which therefore 
exists) rather than of thrombotic splenomegaly. For 
this reason it is suggested. that they may meet 
Warthin’s challenge, quoted in the body of the paper. 
Rosenthal’s work on the platelet content of the blood 
in Banti’s disease is mentioned, and an attempt made 
to relate this with the tendency to thrombosis. 


I have to thank Prof. G. E. Gask, Mr. R. M. Vick, 
and Dr. George Graham for their kindness in allowing 
me to refer to cases under their charge. 
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A CASE OF CERVICAL RIB. 
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FEDERATED MALAY S8TATES. 


By 
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THE discovery of cervical rib by X rays is not 
uncommon, but the symptoms of this case were 
interesting. 

The patient, an assistant school-master, is a healthy 


man of 24, who has twice fractured his left clavicle. I first 
saw him in his bungalow in October, 1927, when he looked 
rather pale and complained of a feeling of compression 
over the left side of the chest and of severe pain in the left 
supraclavicular region, radiating down the left arm. He 
felt ‘‘ giddy’ and “ faint,’’ and had “ palpitation.”’ The 
pulse-rate was 140 but regular, the apex-beat was visible 
in the fifth interspace just outside the nipple line. The 
heart sounds were well heard at all areas, regular and 
closed. There was no swelling or cedema of the arms or legs, 
and no bony deformity of the clavicle; nothing abnormal 
could be palpated at the root of the neck and there were no 
signs or symptoms of disease of the nervous system 

He stated that he had had a number of these attacks 
since August, 1926, the first attack occurring in a rickshaw, 
when he had “* giddiness in the head, general numbness down 
the left arm and side, and pain in the chest.”” This was 
diagnosed as pseudo-angina. A second attack, in October, 
1926, was similar, but he noticed ‘a feeling of tightness 
in the left arm and a swollen appearance of the veins. 
During a third attack, in November, 1926, while in a motor- 
car, there was ‘‘ numbness ”’ and a feeling of cold in both 
arms and extreme cardiac pain. In December, 1926, he 
had a fourth attack in Hong-Kong during a dance, when, 
after the first dance, he had a violent palpitation and similar 
sensations in the arm and chest on the left side only. 
During 1927 he had a series of similar attacks up to October, 
when I saw him. He also had attacks of palpitation in bed 
at night after he had been lying down for some time, and he 
recognised prodromal symptoms of sleepiness and general 
weariness before an attack. 

About ten days after I first saw him, the head-master 
of his school telephoned me to come urgently as the patient 





I arrived he appeared to have just regained consciousness. 
His face was bluish, his respirations quick, and his pulse- 


rate 167. He was very confused mentally and was groaning. 
There was no swelling of either arm, and he said that the 
compression and pain in the chest was suffocating him. 
He was assisted to his feet but was too “ giddy ”’ to stand 
alone ; he felt better after being made to walk about. He 
had developed a marked neurosis about his condition and 
was glad to come into hospital for investigation. 

Physical examination did not reveal anything, but X ray 
examination of the upper thorax and cervical region showed 
bilateral cervical rib. The clavicles were normal in outline. 
He was shown the X ray films, the condition was explained 
to him, and he was discharged. During the next five months 
the neurotic symptoms cleared up, but he had occasional 
attacks of pain, palpitation, and a feeling of constriction of 
the chest. I advised him to walk about at the onset of an 
attack, and this relieves him. As he was proceeding to 
England on leave he was advised to seek surgical advice 
at home. 


Dr. R. Dowden, principal medical officer, F.M.S.., 





kindly gave me permission to communicate this 

case. 

NORMAL BIRTH OF A CHILD WEIGHING 
SIXTEEN POUNDS. 


By F. R. PARAKH, 
CHIEF MEDICAL 


M.D. MANcH., M.R.C.S. ENG., 
OFFICER, DR. PARAKH HOSPITAL, BOMBAY. 


A Parsee woman was admitted to the Dr. Parakh 
Hospital on Jan. 13th, 1927, with strong pains and in 
full labour. The woman was well built, of average 
weight and height. She was 28 years old, and a 
primipara, with normal pelvic measurements. The 
abdomen was enormously enlarged, and_ twins, 
hydramnios or triplets were suspected, but after a 
careful examination these were eliminated and a 
monster or a giant was diagnosed. There were no 
foetal heart sounds audible, and as the head was 
fairly low into the pelvic cavity, and the soft parts 
were dilating and bulging well, no interference 


was 
indicated. After a labour of 11 hours she was 
delivered of a well-formed healthy stillborn child 


weighing 16 pounds. The child showed no signs of 
any monstrosity or any other deformities, and looked 
a child of three months of age. The length of the 
foetus was 59 cm., and the testic les ve ry large. There 
was a plentiful growth of hair on the head, the bones 
of which were fairly hard. The father of the child 
is a small-made man of 30 years of age. Two children 
by his first wife weighed 9 and 10 pounds each. All 
the members of his family and his present wife’s 
family are of ordinary size and weight. 

The puerperium has been normal throughout, 
and the perineum, which was badly ruptured, has 
healed well and firmly. 





A CASE OF 
RUPTURE OF THE SPLEEN 
ARTIFICIAL INDUCTION OF MALARIA. 


By NoeEL G. HARRIS, M.B. LOND., 


ASSISTANT MEDICAL OFFICER, SPRINGFIELD MENTAL 
TOOTING, 


AFTER 


HOSPITAL, 





THE following case is, I think, worth recording :— 

A man, aged 30, was admitted to Springfield Mental 
Hospital suffering from general paralysis of the insane. 
The disease was in an early stage, the first symptoms having 
been noticed only three to four months before admission. 
Physically he was sound, except for the fact that he suffered 
from chronic dysentery, having contracted both the amcebic 
and bacillary forms during the late war. There was no 
history of any malarial infection. 

On Dec. 6th he was inoculated with benign tertian malaria. 
He had ten good rises of temperature lasting over a period of 
12 days. On the morning following the tenth rise he jumped 
out of bed suddenly. A few seconds after getting back he 
collapsed, and was dead in an hour. At autopsy the abdomen 
was found to be full of blood from a ruptured spleen. The 
spleen was only semi-solid, and the vessels appeared to 





had “‘ fainted ’’ while teaching and was unconscious. When 





have just torn away, no defined rent being visible. The 
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capsule was thickened. There was no evidence naked-eye 
to suggest a chronic enlargement, the fibrous trabecule# and 
vascular sheaths appearing normal. Nor was there any 
secondary condition such as an infarct which would have 
given rise to the rupture. Unfortunately no microscopical 
examination was made. 

The interest of the case lies in its being opposed to 
the generally accepted opinion that great enlargement 
of the spleen does not usually occur in a primary 
attack of induced malaria. Dr. Philip Manson-Bahr 
informs me that in naturally acquired malaria the 
mortality from ruptured spleen is only about one in 
every hundred thousand infections, and I believe 
that there have only been four similar cases recorded 
after induction of malaria. The case would be more 
easily explicable had there been a history of previous 
malaria, pointing to chronic enlargement of the 
spleen. Personally, I feel that, when treating cases 
of general paralysis with malaria, a careful watch 
should be kept for undue enlargement of the spleen, 
especially if the patient has previously had malaria, 

My thanks are due to Dr. Manson-Bahr and the 
Ministry of Pensions for their information; also to 
the medical superintendent of this hospital for allowing 
me to publish the case. 

References of other cases reported.—(a) Rudolf, G. de M.: 
THE LANCET, 1924, ii., 1057. (6) Bachmann, F.: Miinch. Med. 
Woch., 1926, Ixxiii., 528. _(¢) Herrmann, G.: Med. Klin., 1924, 
xx., 445. (d) Alexander, M.: Scalpel, May 10th, 1924 (Abstract 
in THE LANCET, 1924, ii., 182). 











Public Bealth Serbices. 


SCHOOL MEDICAL SERVICE. 





No. of Percentage 
Aver. No.of special of children 


Name No. elem. routine examina- found on 
of on school children tions routine 
district. roll. atten- exa- and re- examination 
dance. mined. inspec- requiring 
tions. treatment. * 
Sheffield .. 80,806 71,877 23,421 113,602 17°11 
Wigan -- 13,454 12,094 4,124 8,859 22-4 


Borough of } 
Cambridge 7,060 6,273 1,923 2,196 70 


* Excluding uncleanliness and dental defects. 


Sheffield. 

Dr. T. Chetwood’s report is this year limited to a 
concise statement of the progress of medical inspection 
and treatment. Shortage of staff may account for 
the brevity of his survey, for he says that an additional 
school medical officer is urgently required, and it is 
also clear that additions to the school nursing service 
are desirable. 

Sheffield differs from most other English towns 
in separating the offices of school medical officer and 
medical officer of health, but the two departments 
are in daily and friendly consultation. In the existing 
open-air school there is accommodation only for 290 
day scholars, but plans have already been approved 
for the establishment of a new school at Bents Green, 
with room for 50 residential pupils and 100 day 
scholars. Since Sheffield contains nearly 2000 delicate 
children, this additional school is obviously required. 
Valuable work is being done for delicate and con- 
valescent children at a home at Fairthorn Green, 
supported by the generosity of the Sheffield teachers. 
A new central clinic has been opened at Leopold- 
street, which is also the administrative centre of the 
school medical service. Increased clinic accommo- 
dation is needed. Dr. Chetwood offers his thanks 
to many practitioners for willing coéperation and 
help in the effort to secure for school-children prompt 
treatment of their ailments, and the implication 
is that Sheffield practitioners are not reluctant to 











take advantage of such facilities as X ray treatment 
for ringworm afforded by the clinics. 

The clinics received for treatment only seven 
children from the welfare centre, and there is. still 
no nursery school in the city, but it is hoped that 
one will be opened during the current year. Mr. G. 
Wilkinson, whose resignation from the post of aural 
surgeon is much regretted, evidently had the confi- 
dence of the parents, for out of 232 cases of tonsils 
and adenoids recommended for operation, there were 
only 18 whose parents refused treatment. The 
ophthalmic surgeons dealt with 1179 new cases 
during the year, and the dental clinic with 18,000. 
128 extra evening clinics were held after school 
hours for children suffering from toothache. This 
service is much appreciated locally, but most local 
authorities throughout the country do not favour 
large number of casuals, and possibly, when extra 
dental surgeons are appointed in Sheffield, the 
routine work will be so extended that casual sufferers 
will be almost eliminated. Dr. E. F. Skinner, the 
dermatologist, reports that severe cases of ringworm 
seem to be getting fewer every year. Among those 
who are afflicted X ray treatment is less often 
required ; very small patches are dealt with, cheaply 
and efficiently, by shaving and parasiticide ointment, 
while 27 selected cases have been treated by the 
thallium acetate method with good results. Ortho- 
pedic treatment is given at the Edgar Allen Institute, 
and there are three special schools for physical 
defectives, and a residential sanatorium school for 
surgical tuberculosis. The school arrangements will 
be much improved when the edueation authority has 
appointed the proposed special orthopaedic surgeon. 
The report of the superintendent of physical training, 
Mr. H. Cole, forms an interesting appendix, and his 
observations on the importance of postural training 
to health and efficiency are convincing. 


Wigan. 

Wigan has not in the past been a very healthy 
place for children to live in, and school medicine and 
hygiene are therefore of particular importance. 
Unfortunately the county borough still lacks many of 
the valuable agencies to be found elsewhere. For 
example, no open-air school exists, though there are 
large numbers of delicate children in Wigan. The 
initial cost of a residential open-air school would be 
considerable ; Dr. H. Whitehead asks at present 
only for an open-air day school, and this at least 
should be established forthwith. Fifteen per cent. 
of the children attending school in Wigan are ver- 
minous. This figure, which is much too high, is never- 
theless an improvement on former records. There 
are no school baths and the accommodation at the 
Corporation baths is quite inadequate. The con- 
gestion may soon be somewhat relieved by the 
establishment of Corporation baths at Pemberton. 
Physical drill is taken by the teachers with the advice 
of the assistant school medical officer, in the absence 
of any organiser of physical training. A number of 
girls have spinal curvatures, for which special 
exercises are necessary. For children with severe 
deformities a P.D. school is urgently needed. Follow- 
ing operative treatment for tonsils and adenoids, the 
children are taken home by ambulance, accompanied 
by a school nurse. This arrangement is certainly 
preferable to a journey home by public conveyance, 
but not comparable to the organisation now estab- 
lished by more progressive authorities, whereby 
children are retained in hospital for at least one 
night following the operation. In two directions 
the county borough has made some advance: (1) 
a definite scheme has been put into operation which 
will eventually ensure proper care and attention 
for orthopedic cases—the central clinic is already 





in working order; (2) in July, artificial sunlight 
treatment began at the Infirmary, and the results 
up to date have been very good. It is hoped that 
a light centre will be provided at an early date by the 
local authority in order that more cases may be 
treated. 
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Cambridge. 

The percentage of children requiring treatment 
(7 per cent.) is remarkably low in Cambridge com- 
pared with the rest of the country, and the fact that 
it is higher in 1927 than in the previous seven years 
is probably due to more stringent marking. On the 
other hand, the tuberculosis figures for Cambridge 
are high—38 cases were notified for pulmonary 
tuberculosis—that is nearly 2 per cent. of those seen 
at routine inspection, the usual figure for England 
and Wales being about }$ per cent. The open-air 
school about to be opened may do much to combat 
this high incidence. The proposed school will not 
be quite of the usual type, since it is to accommodate 
120 physically defective and also 30 mentally defec- 


tive children. Previously there were no_ special 
schools, and the exact type of child taken into 
the class for backward children is not specified. 


Dr. A. J. Laird gives a table showing the steady 
decline of cases of ringworm in the borough over a 
period of 14 years. 

Cambridge is well known for pioneer dental work, 
and Mr. W. Baird Grandison can use for comparison 
tables dating from 1908. Three sets of figures are 
given to show how much improvement has been 
effected during this period. The percentage of 
sound permanent teeth has risen from 12-5 per cent. 
in 1909 to 63 per cent. in 1927. The proportion of 
children with sound dentitions, temporary as well as 
permanent, is now 39-2 per cent. against 2-6 per cent. 
in 1909. The percentage of unsavable permanent 
teeth is said to have decreased from 30-6 per cent. 
in 1909 to 1 per cent. in 1927. These figures are set 
out to prove the value of a deliberate attempt to 
preserve the permanent dentition by sound preventive 
and constructive principles. Mr. Grandison acknow- 
ledges the coéperation of other workers, especially 
the teachers. A scheme of dental education was 
applied to 150 older girls; the course of lectures was 
followed by an examination, the results of which 
were so good that the lectures are to be repeated to 
double the number of children. Mr. Grandison 
makes a special plea that if an 11 o’clock meal is 
held to be desirable, the food consumed should be 
selected so as to eliminate injury to the teeth. 


MENTAL HOSPITAL REPORTS. 

The Hertfordshire County Mental Hospital at St. 
Albans had 918 patients on its books at the end of 
last year. The recovery-rate for the year was 
22:1 per cent. and the death-rate 5:18 per cent. 
Thirty-two post-mortem examinations were held. 
There is serious overcrowding, so that proper classi- 
fication and adequate treatment on modern lines is 
impossible. The general health was good; there 
were four cases of dysentery, one of diphtheria, and 
one of erysipelas. Five patients were notified as 
suffering from tuberculosis. The dental surgeon 
treated 158 cases. Patients were allowed out on 
leave on 296 occasions. The ward on each side is 
run on the open-door system, and a number of 
patients have full parole outside the grounds. Others 
are free to walk about the estate and a few have been 
allowed to go into St. Albans for football matches. 
There has been no abuse of these privileges. Improve- 
ments have been made in the dietary. A pathologist 
has been appointed, and his work has already been 
of great value in treatment. A sistor-tutor has also 
been appointed, and seven nurses and one attendant 
obtained certificates during the year. Possession 
has now been obtained of a site at Hixberry which is 
to be used for mental defectives. 

The Essex and Colchester Mental Hospitals are 
two in number. At Brentwood there is overcrowding 
on the female side and urgent need for expansion, 
with 1770 patients on the books. Of the 185 patients 
discharged during the year, 136 were sent out on 
preliminary trial. The recovery-rate was 26-27 per 
cent., a very fair figure considering the large propor- 
tion of patients who are hopeless on admission. The 
death-rate was 8-11 per cent., and the principal 








causes of death were cardio-vascular degeneration 
and general paralysis. Eight cases of the latter 
disease were treated by induced malaria; two were 
discharged, and two others greatly improved. The 
consulting surgeon has performed a number of 
operations, with excellent results. Full use is made 
of the verandahs on the admission and infirmary 
wards, and the 21 cases of tuberculosis are nursed 
on them. Nine wards are administered on the open- 
door principle, and liberal parole is granted. A 
nurses’ home is badly needed, and plans for one have 
now been passed. A consulting engineer has been 
appointed to report on the question of electric light 
and power. Weaving and handicraft work have gone 
steadily forward, and about 50 women are employed 
on it. The visiting dentist has seen a large number 
of patients, and artificial dentures are being supplied 
to many of them. 119 nurses are now certificated. 
The Visiting Commissioners urge the appointment of a 
fifth assistant and a pathologist. 

At Severalls there were 1730 patients under treat- 
ment at the end of the year. The death-rate was 
7:52 per cent. and the recovery-rate 23-2 per cent. 
The general health was good except for a few cases of 
typhoid. Search is being made for carriers. A 
useful annexe has been opened for acute cases and 
the home for night nurses is nearly ready. An 
infirmary ward and a verandah are being built. 
The handicraft instructress has done good work and 
both patients and nurses have benefited from gym- 
nastic classes. There are now 113 certificated nurses, 
but far too many of the women are untrained and 
inexperienced. 

Of the two Kent County Mental Hospitals, that at 
Barming Heath housed 1853 patients at the end of the 
year. The new Nurses’ Home has added 157 beds 
to the hospital accommodation as well as realising 
a long-cherished ideal concerning the better training 
and education of the staff. Since 1911 it has been 
compulsory for nurses to obtain a certificate, and 
every effort is made to attract the well-educated girl. 
The recovery-rate of 36-1 per cent. was above the 
average; the high death-rate of 8-7 per cent. was 
caused by a severe outbreak of influenza in the 
spring. Pneumonia accounted for a quarter of the 
deaths, and general paralysis for one-tenth. Post- 
mortem examinations were made in 94-4 per cent. of 
cases. The hospital has been free from dysentery 
and enteric for two years. The new cinema is much 


appreciated by the patients. The Visiting Com- 
missioners advise the installation of X. and violet 
rays and the provision of clinical rooms. Much 


occupational work is carried out in the wards, as well 
as on the farm and in the shops and laundry. In 
each large *“‘ chronic’’ ward a room is set aside for 
difficult patients, and they are encouraged to occupy 
themselves with some simple handicraft. On the 
male side 68-5 per cent. are usefully employed, and 
the shops are becoming overcrowded. 

_At Chartham Downs there were 1275 patients, and 
it is foreseen that the hospital will be over-full in a 
few years’ time. The new clinical laboratory and the 
X ray plant are proving valuable additions, but at 
present there is no operating theatre and no specialists 
attend regularly. Twenty-four per cent. of the 
patients admitted were regarded as hopeless cases. 
The death-rate was 8 per cent. and the recovery-rate 
29 per cent. Twenty patients are suffering from 
tuberculosis, but half of them had the disease before 
admission. Verandah accommodation is much needed. 
One clinical room has been arranged and others are 
to be provided. Twenty-four patients were allowed 
out on trial, and parole is granted beyond the estate 
to 46 patients and within it to 88; only nine of the 
privileged are women. One female and two male wards 
are conducted on the open-door system. Thirty-four 
men and 22 women nurses are certificated or registered. 


Institutions for Private Patients. 

There were 173 patients at James Murray's Royal 
Asylum, Perth, on March 31st last. Forty-two of 
the 66 new patients admitted during the year came 








THE LANCET, | 


PUBLIC HEALTH SERVICES. 





[sEPT. 8, 1928 


503 








on a voluntary basis. The recovery-rate among 
voluntary boarders was 39 per cent.; among the 
certified 30 per cent. The medical superintendent 
ascribes the difference in the figures — to the 
feeling of spontaneous coéperation and the absence 
of compulsion and restraint. He discusses the 
problem of the voluntary patient in an interesting 
essay. The bodily health on admission was seriously 
impaired in most cases. The death-rate was 8-6 per 
cent.; autopsy was performed after 5 of the 14 
deaths. The general health was good and there were 
no epidemics. The chief structural improvement of 
the year was the installation of a new central heating 
plant in the autumn. In each hospital ward an airy 
annexe has been provided for elderly infirm patients. 
Half the attendants, but only 18 per cent. of the 
nurses are certificated. The seaside home at Elie 
provides for some convalescent women patients. A 
few patients work in the gardens. 

The report of The Retreat, York, is, as usual, 
beautifully illustrated; one photograph shows a 
group of articles made by patients, and is a testi- 
monial to the occupation centre, which is already 
demanding more room for expansion. There were 
199 patients on the books at the end of the year ; 
66 out of the 104 patients admitted came voluntarily. 
The recovery-rate was 27 per cent. and the death-rate 
5°83 per cent. There was no serious epidemic 
disease, although influenza raged in the neighbour- 
hood. The prophylactic campaign against it forms 
the subject of an interesting special report; the 
principal measure was a daily throat spray and gargle 
for all. General paralysis is being treated by induced 
malaria and the medical superintendent feels that 
this therapeutic measure is undoubtedly efficacious 
in most cases. A house at Goathland was rented for 
the summer and new accommodation, including 13 
acres of ground, has been secured at Garrow Hill. 
The out-patient clinic at York County Hospital is 
running well. Parole beyond the grounds is granted 
to 21 patients, and within the grounds to 53. Fifty 
patients are usefully employed. Forty-four of the 
nursing staff are certificated. 

Barnwood House Hospital, near Gloucester, had an 
average of 142 patients in residence during 1927, 
and the number of certified patients admitted during 
the year was greater than the number of voluntary 
boarders—contrary to expectation. The recovery- 
rate was 36 per cent. and the death-rate 7 per cent. 
The general health was good. One case of general 
paralysis was treated by induced malaria but showed 
no improvement. Several patients were treated by 
protein shock, but the results were not encouraging. 
Visiting specialists have been appointed and a 
laryngologist is to be added to their number. The 
wireless installations are much appreciated by the 
patients, and classes in handicrafts are held during 
the winter months. Five new bedrooms have been 
added on the male side, three of them with verandahs. 
Negotiations are in progress for installing electric 
light, and a new solarium has been opened. Full 
parole is allowed to 17 patients and limited parole 
to another 20. About half the nurses are certificated. 
three more having obtained their M.P.A. certificate 
during the year, while three others passed the General 
Nursing Council’s final examination. 


The eighteenth report of the Scottish Western Asylums 
Research Institute is somewhat unhappy reading, for 
it is doubtful whether the work can be carried on 
unless further funds are obtainable. Of its value 
there is no doubt, and a special meeting of the com- 
mittee declared that it would be nothing short of a 
disaster if the scheme were abandoned. There has 
never been enough money to provide for an adequate 
staff, and at least £2500 would be needed annually 
to run the institute as it ought to be run. We 


sincerely hope that some solution of the problem 
may be found. The routine work of the year has 
been on the usual lines, except that the number of 
investigations for typhoid diminished considerably. 
In all, 1256 specimens were examined, chiefly for 





blood tests. Research has been carried out into the 
treatment of general paralysis and the chemistry of 
the cerebro-spinal fluid. A brief summary is given of 
the comparative results of treating general paralysis 
by various methods. Classes for medical officers have 
been held from time to time. 


INFECTIOUS DISEASE IN ENGLAND AND 
WALES DURING THE WEEK ENDED 
AUGUST 25TH, 1928.* 
Notifications.—The following cases of infectious 
disease were notified during the week :—Small-pox, 
141 (last week 114); scarlet fever, 1419; diphtheria, 
816; enteric fever, 153; pneumonia, 514; puerperal 


fever, 48; puerperal pyrexia, 88; cerebro-spinal 
fever, 6 ; acute poliomyelitis, 15; encephalitis 
lethargica, 22; continued fever, 1; dysentery, 5; 


ophthalmia neonatorum, 129. No case of cholera, 
plague, or typhus fever was notified during the 
week. 

The following counties each notified three or more cases 
of enteric fever :—London, 30; Essex, 37 (of which Col- 
chester 31); Kent, 4; Lancaster, 11; Middlesex, 5; 
Norfolk, 3; Northumberland, 3 (Newcastle-on-Tyne) : 
Southampton, 4; Suffolk East, 3; Surrey, 14; Si 
East, 4; Yorks West Riding, 5; Monmouth, 3. The total 
of 153 includes 46 cases of paratyphoid fever, of which 
16 were notified in London and 11 in Surrey. 

The cases of small-pox were notified from the following 
18 counties :—London, 1; Derby, 14; Durham, 214: 
Essex, 1 (East Ham); Gloucester, 2 (Bristol) ; Lancaster, 7 


Ue; 
Northampton, 10 (Northampton); Northumberland, 4: 
Nottingham, 3; 


Soke of Peterborough, 1; Stafford, 10 
(Walsall); Warwick, 6 (Coventry); Yorks, East Riding, 4 
(Hull); North Riding, 1 (Middlesbrough) ; West Riding, 
30 (Goole 8, Pontefract 9); City of York, 1 ; Glamorgan, 9 ; 
Monmouth, 13. 

The number of cases in the Infectious Hospitals of the 
Metropolitan Asylums Board on August 28th-29th was as 
follows :—Small-pox under treatment, 12; scarlet fever, 
1495 ; diphtheria, 1499 ; enteric fever, 122; measles, 137 ; 
whooping-cough, 255; puerperal fever, 13 (plus 6 babies) ; 


Sussex 


encephalitis lethargica, 71; polio-myelitis, 2: ‘ other 
diseases,” 18. At St. Margaret’s Hospital there were 


18 babies (plus 8 mothers) with ophthalmia neonatorum. 


Deaths.—In the aggregate of great towns, including 
London, there was no death from small-pox, 5 (0) from 
enteric fever, 10 (0) from measles, 1 (1) from scarlet 
fever, 30 (5) from whooping-cough, 20 (1) from 
diphtheria, 89 (28) from diarrhoea and enteritis under 
two years, and 18 (4) from influenza. The figures in 
parentheses are those for London itself. 

The fatal cases of enteric fever outside London were 
reported from Southampton, Coventry, Tynemouth, New- 
port, and Cardiff. Of the 10 fatal cases of measles 
4 were reported from Liverpool, and in the same 
week 5 from Belfast. Of the 25 fatal cases of whooping- 
cough outside London 4 were reported from Birmingham 
and 2 each from Manchester, Preston, Bradford, Doncaster. 
Middlesbrough, and Sunderland, while Glasgow reported 
5 that week. Of deaths from diarrhoea Liverpool reported 9, 


Hull 5, and Nottingham 4, while Glasgow yubli 
spat Geek gow and Dublin 


The number of stillbirths registered during the week 
was 244 in the great towns (corresponding to a rate 
of 37 per 1000 births), including 49 in London. 


* The Returns printed on page 469 of our issue of Sept. Ist 


were incorrectly dated August llth. The ave 
i har cee e date should have 


EXTENSION OF St. BARTHOLOMEW’S HosprTraL.— 
The annual report of the treasurer, Lord Stanmore, records 
the expenditure of over £60,000 upon the purchase of con- 
tiguous sites and premises which may eventually be needed 
for extensions. The new surgical ward block and operating 
theatres are in course of construction at a cost of £177,000, 
of which £85,000 has been received or promised, , On 
recreation rooms for the nursing staff £13,000 is being spent. 
The income of the hospital last year was £194,948, of which 
£36,000 was derived from receipts on account of patients : 
the expenditure was £196,000, an increase of £14,000 over 
the preceding year. On the average in-patients stayed 
21 days and cost £15 8s. 2d. each. The new out-patients 
numbered 75,000 and cost 13s. 6d, each, The nursing staff 
numbers 330, 
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Rebietus and Notices of Books. 


PuysicaL DIAGNOSIS. 
By CHARLES Pxituirs Emerson, A.B., M.D., 
Professor of Medicine, Indiana University School 
of Medicine. London: J.B. Lippincott Company. 
1928. Pp. 553. 35s. 

Ir has always been difficult for authors to define 
the scope of the term which Prof. Emerson has 
chosen as the title of this volume. It is continually 
dinned into our ears that our fathers before us made 
their diagnoses without the adventitious aids which 
we now possess, but those who sing the previous 
glories of a golden age of medicine forget that 
the assistance of such aids has always been sought 
when available; at one period horoscopes were all 
the rage and the position of the planets more important 
than that of the fragments of a broken limb; the 
stethoscope was once regarded as a deplorable 
innovation, likely to destroy all the finesse of diagnosis. 
The stethoscope, the ophthalmoscope, and even the 
sphygmanometer have now been generally accepted 
as clinical aids; there still remain those who regard 
a microscope or a test-tube with suspicion. 

Prof. Emerson is not in this group, but in his preface 
he does make a valiant effort to separate ‘‘ physical ”’ 
diagnosis from the other sort, whatever that may be. 
The effort has been made before and will be made 
many times again, but the result can never be quite 
satisfactory. The diagnostician will make use of 
such methods as he considers likely to assist him to 
his goal. These may comprise the exercise of palpa- 
tion, the use of a thunder-box, the examination of 
a blood film, or the casting of a horoscope. Any of 
them may be supposed to constitute aids to diagnosis ; 
but the art remains obstinately indivisible, and efforts 
to split it by definition are never satisfactory, since 
assistance which is scorned to-day may be recognised 
to-morrow as indispensable. Yet Prof. Emerson has 
produced a book both valuable and important, larger 
than most works of its kind, and packed with sound 
and interesting information. It is doubtful if ‘“‘ Ellis’s 
S-shaped curve of dulness” ever afforded much 
information not available by the use of an exploring 
needie, and even Grocco’s triangle is usually idenvified 
after the diagnosis has been established. But the 
author is an instructive guide, with a keen historical 
sense, and an ardent desire to impart information 
as to early diagnostic technique. It is good for a 
medical man of this generation to understand the 
steps by which the methods he uses daily at the 
bedside were developed, and to contemplate the diffi- 
culties which faced his forebears, though it may lead 
him to be thankful that he has no need to rely solely 
on his own powers of observation, and can call in 
help not available to them. 

The illustrations are excellent, those in the section 
on the skin almost constitute an atlas of diseases of 
the integument, and the diagrams are clear and 
instructive. The book deserves a wide popularity 
among students and medical practitioners alike. 





A TEX?-BOOK OF GYNZCOLOGY. 


By James YounG, D.S.O., M.D., F.R.C.S.(E.), 
Physician, Royal Maternity Hospital; Assistant 
Gynecologist, Royal Infirmary, Edinburgh. Lon- 
don: A. and C. Black. 1928. Pp. 338. 15s. 
THE second edition of this text-book has been 
completely revised and alterations made to bring it 
into line with recent discovery. The section on the 
ovary and the relation of its cyclic changes to men- 
struation has been rewritten. The exposition of this 


part of the subject is now thoroughly up to date and 
is the best with which we are acquainted in any of 
the smaller text-books, as might be expected from 
an author whose own contributions to the physiology 
of menstruation have been so noteworthy. 


A brief 





section on endometrioma has been added, though a 
clearer account of the work of J. A. Sampson 
would probably have added to its value. Perhaps the 
author will consider whether, in a future edition, the 
chapter on ‘‘ endometritis ’’ should not be consider- 
ably modified so as to bring it into line with the most 
recent views. Chronic metritis is described as synony- 
mous with ‘ fibrosis uteri,’’ and although if this 
change were present it would be adequate to explain 
the chief symptom from which the patient suffers, it 
does not represent the true pathology in the majority 
of cases. Myomectomy and hysterectomy are the only 
alternatives recommended for fibroids that ‘ 
undergone necrobiosis during pregnancy, whereas 
experience shows that with expectant treatment 
most of these cases settle down and go on to term. 
The final short chapter on minor gynecological 
procedures is a most useful one, for it gives a 
concise account of such procedures as vaginal douch- 
ing, application of tampons, upon which the student 
is apt to have rather hazy ideas. This book can be 
thoroughly recommended to the practitioner and to 
the student preparing for his final examinations. It 
gives clearly what he wants to know, with the minimum 
of unnecessary detail. 


have 





MODERN MEDICINE, ITS THEORY AND PRACTICE. 


Edited by Sir Wm. OstLEeR, M.D., F.R.S., THomas 

McCrRAE, M.D., and ELMER H. Funk. Vol. VI. 

Diseases of the Nervous System—Diseases and 

Abnormalities of the Mind. Third edition. 

London: Henry Kimpton. 1928. Pp. 964. 

£12 12s. per set. 

SoME unevenness is to be expected in a work 
containing contributions by a number of authors, 
but it is exceptional to find in a text-book of the 
standing of Osler and McCrae’s Modern Medicine 
such grave inadequacies and inaccuracies as are 
present in its sixth volume, that on diseases of the 
nervous system, of which the third edition has just 
been published. Some of the articles in this, at 
once be it said, are unexceptionable. It would be 
an impertinence to praise Dr. Harvey Cushing's 
contributions on ‘‘ Cerebral Tumour ”’ and ‘“ Hydro- 
cephalus’; the editors may be congratulated on 
having induced Dr. Cushing to put his unique experi- 
ence within easy reach of the general practitioner 
and the medical student. The articles by Dr. 
Gordon Holmes, Sir Farquhar Buzzard, and Dr. C. P. 
Symonds leave nothing to be desired. But, at the 
other extreme, we cannot but condemn an article 
on subacute combined degeneration of the spinal 
cord in which the statement is made that “ the blood 
changes so commonly found in these cases are more 
often of the nature of a secondary anemia than of 
the pernicious variety,” in which gastric achylia 
receives no mention, and nothing is said concerning 
treatment by the administration of acids or a liver 
diet ? The section on intracranial aneurysms is an 
abstract of an article on this subject by Beadles, 
published in 1907. It contains no reference to more 
recent work, no mention of the congenital or embolic 
origin of such aneurysms, and no adequate account 
of the clinical picture which follows leakage of blood 
from the aneurysmal sac. The writer who deals 
with trigeminal neuralgia has clearly no personal 
experience of treating these cases by alcoholic injec- 
tion of the Gasserian ganglion, or so at least it is 
to be hoped, for he states that after the first injection 
two or three more are given within a week to complete 
the treatment, and that following the injection the pain 
is relieved in ‘‘ three or four hours.”” No description 
of the technique of these injections is given. There 
is unconscious humour in the mis-statement that 
tennis elbow is an occupation neurosis, and in the 
quaint juxtaposition in one chapter of astasia-abasia 
and adiposis dolorosa. The inclusion in one chapter, 
under the title Scleroses of the Brain, of disseminated 
sclerosis, pseudo-sclerosis, and tuberous sclerosis 
three conditions which have nothing in common but 
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a part of their names, is to return to the pathological 
outlook of a century ago. Other omissions are the 
absence of reference to the treatment of epilepsy by a 
ketogenic diet, to encephalitis periaxialis diffusa, 
and post-vaccinal encephalitis, while progressive 
lenticular degeneration receives an inadequate 25 
lines in a chapter on topical diagnosis. Those who 
recall the constant care of the late Sir William Osler 
that each successive edition of his own text-book 
should contain the most recent additions to medical 
knowledge will regret that his name should be asso- 
ciated with a book which fails so signally in this 
respect. 





PATHOLOGY OF THE NERVOUS SYSTEM. 


Nouveau Traité de Médecine. Fase. XVIII. 
Pathologie du systéme nerveux; sémiologie géné- 
rale. By Various Authors. Paris: Masson et 
Cie. 1928. Pp. 812. Fr.85. 

THE present volume of the elaborate Treatise of 
Medicine appearing under the editorship of Prof. G. H. 
Roger, Prof. F. Widal, and Prof. P. J. Teissier con- 
tains a number of articles on the general symptoma- 
tology of the nervous system, from the pen of a 
series of distinguished French and foreign neuro- 
logists. Three of the authors—Prof. Karl Petren, 
Madame Dejerine, Dr. Charles Foix—have not 
lived to see their contributions in print. Taken as a 
whole, the volume adheres to the accepted doctrines 
of the French school of neurology, and in some 
respects, we consider, is not so up to date as it might 
be. The article on apraxia (Dr. J. Lévy-Valensi) 
repeats the rather artificial distinctions of Liepmann, 
based on the no less artificial generalisations of 
Wernicke. That on the aphasias, by the late Charles 
Foix, opens with the fear that to understand aphasia 
completely passes our ordinary comprehension and 
powers, and that in spite of its progress neurology 
will never attain the desired end. It may be so, but 
at least with the help of psychology some advance 
on the present situation can be expected; yet the 
article in question follows the clinico-pathological 
method too slavishly to be of outstanding value. 
The sections on the pathology of sleep are regrettably 
brief and frankly insufficient; as far as we have 
observed the word narcolepsy is not mentioned. 
Whether the psychopathologist of to-day will be 
impressed with the chapters on ‘‘ Les Grands Syn- 
dromes Psychiatriques ’’ may be doubted ; they take 
little cognisance of the developments of modern 
psychopathology on the basis of psychological 
analysis, and, being almost entirely descriptive, are 
unsatisfactory from the viewpoint of e«tiology and 
pathogenesis. 

Such criticisms, it may willingly be conceded, do 
not detract materially from the many excellences of 
the book; the long articles on disorders of motility, 
of sensibility, and in the domain of the reflexes, are 
of a high standard. The chapter on the cerebro- 
spinal fluid, by Prof. J. A. Sicard, is, as might be 
expected, admirable. 





THE EXxTRA-OCULAR MUSCLES. 


A Clinical Study of Normal and Abnormal Ocular 
Motility. By LuTrHer C. PETER, A.M., M.D., 
Sc.D., Professor of Ophthalmology of the Medical 
Department of Temple University, &e. London: 
Henry Kimpton. With 98 engravings and 5 
coloured plates. 1928. Pp. 294. 18s. 


AFTER giving a full account of the anatomy and 
physiology of the external eye muscles and of bin- 
ocular vision, Prof. Peter devotes fully one-quarter of 
this book to heterophoria, a subject which American 
oculists have made peculiarly their own. Elsewhere 
the importance of any considerable want of balance 
between the vertically moving muscles is well recog- 
nised, but it is generally thought that lateral errors 
require treatment comparatively rarely. By far the 
commonest lateral error is exophoria, of which Dr. 
Peter says: ‘‘ There are few patients who will not 





experience discomfort with more than two diopters 
(prism-diopters) for distance and more than three 
diopters at the near-point.’’ The treatment he 
advocates consists mainly in prism training by means 
of rectagonal prisms held before the eyes base cut. 
The training is continued at home with increasingly 
strong prisms until the patient is able to overcome 
the displacement produced by a prism of 70 diopters 
base out, a faculty which can o:q’ be attained after 
much practice. In esophoria, of Che other hand, the 
author’s experience is that prism training is dis- 
appointing. Nor is much good likely to come of 
ordering prisms, base out, for constant wear. When 
the patient is hyperopic, the main reliance must be 
placed on the correction of the refraction to as com 
plete a degree as the patient will tolerate. Cyclo- 
phoria is usually connected with oblique astigmatism, 
and the accurate correction of this by glasses will in 
most cases abolish it. The rest of the book deals with 
concomitant squint, paralytic squint, and nystagmus. 
For training the fusion faculty the Worth amblyo- 
scope is used either as a preliminary to operation or 
when possible without it. The author disagrees with 
those who wait until the child is 12 years old and 
operate under a local anesthetic. He advocates 
early operation under a general anesthetic when 
necessary. 

There is little or nothing in the work about the 
details of surgical technique, but in other respects 
this book gives a good account of the causation and 
treatment of squint and its allied conditions. 








THE EARLY DIAGNOSIS OF THE ACUTE ABDOMEN. 


Fifth edition. By ZAcHARY Copr, B.A., M.D., 
M.S., F.R.C.S., Surgeon to St. Mary’s Hospital ; 
and to the Bolingbroke Hospital. London: , 
Humphrey Milford, Oxford University Press. 
1928. Pp. 244. 10s. 6d. 

THE successful treatment of acute abdominal 
disease depends more than anything else upon early 
diagnosis. Mr. Cope’s book places in the hands of 
the busy practitioner the means to acquire easily 
such knowledge as will enable him to distinguish the 
abdominal complaints demanding surgical remedies. 
Five editions within seven years can only mean that 
the author has supplied a real need. The descriptions 
of diseases and methods are vivid, terse, and simple ; 
emphasis is laid upon essentials which stand out 
clearly in the mental picture aroused in the reader’s 
mind. Minor revisions in each edition have added 
to the value of a book which is likely to remain as 
popular as it always has been. 





A MANUAL OF PHysIcs. 


Third edition, enlarged. By HuGu C. H. CAnpy, 
B.A., B.Sc., F.1.C., Lecturer on Chemistry at the 
London Hospital Medical College; late Arnott 
Professor of Natural Philosophy in Queen’s 
College, London. London, Toronto, Melbourne 
and Sydney: Cassell and Company, Ltd. 1928. 
Pp. 487. 7s. 6d. 

THE author’s Manual of Physics first appeared in 
1911 and has been used by a large number of medical 
students since then. In its third edition it becomes a 
rather bigger volume and well covers the course 
required for any pre-medical examination in this 
subject. The author, in view of the introduction of 
the subject of the kinetic theory of gases into the 
syllabus of the Conjoint Board, has given some 
account of this theory. Most medical students will 
find this theory difficult to grasp, and we trust that 
examiners will not really expect candidates to have 
mastered its details. 

The subject matter in the book is clearly pre- 
sented and the illustrations are well selected. The 
colour plate of spectra as the frontispiece should 
prove a valuable map of reference to the medical 
student in his later studies. 
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A WEstT INDIAN PEPPER-POT. 
By T. R. St.-JOHNSTON. 
trations by Eva WILKIN. 
and Co. 1928. Pp. 209. 10s. 6d. 


THE Colonial Secretary introduces Colonel 
St.-Johnston’s new book to the public, pointing out 
that slowly, but steadily, after long years of seclusion 
and stagnation, the West Indies are returning into 
the Imperial picturé. Mr. Amery, therefore, holds 
that anything which tells us of the life of the general 
community in the West Indies is to-day worthy of 
attention. Colonel St.-Johnston, as the Adminis- 
trator of St. Kitts-Nevis, is able to write from first- 
hand experience. And this experience he uses with 
skill and humour in 13 ‘‘ Quashie ”’ stories, ‘‘ Quashie ”’ 
being a sort of generic slang term for the West Indian 

easant, as ‘“‘ Taffy’ is for a Welshman, or “ Pat ” 
or an Irishman. Some of the stories are sensational, 
some are mystical, and some are both, and all help to 
set before us, as they are, an agricultural people in 
districts where agriculture reigns supreme, and where 
the Christy Minstrel type is non-existent. The 
illustrations are bold examples of modern colour- 
printing, and convey well the spirit and the messages 
of the stories. 


With coloured illus- 
London: Philip Allan 





MEDICAL VIGNETTES. 
By T. F. Dewar, C.B., M.D., D.Sc. Glasgow: 
Alex Macdougall. 1928. Pp. 73. 


Dr. Dewar has republished a series of sketches 
first issued in the Caledonian Medical Journal and, 
in one instance, in Chambers’s Journal. They are 
all well written, and many of the incidents form the 
right material from which to construct an episodal 
note or story. If this may be said especially of those 
which tell of occurrences during the war, the other 
vignettes have for the most part a message which 
was worth delivering—some medical lesson, perhaps 
of large significance, illustrated by a small every-day 
happening. 





JOURNALS. 

ANNALES DE ME£DECINE.—The June number is 
devoted to neurology under the direction of Prof. 
Guillain. The first article is a lecture given at the 
Salpétriére by Dr. A. F. Hurst on Subacute Combined 
Degeneration of the Spinal Cord and its Relation to 
Pernicious Anzwmia. Even though at the onset of 
the spinal symptoms no anemia may be present, 
nevertheless the red blood cells show the increase 
in their average size which is characteristic of per- 
nicious anwmia, and gastric achlorhydria is always 
present. Achlorhydria is the most important etio- 
logical factor, since, in the absence of free HCl in 
the stomach, streptococci gain entrance to the bowel, 
and hence their toxins gain access to the blood and 
nervous system. Subacute combined degeneration 
is usually a consequence of a constitutional achlor- 
hydria, but has also resulted from that of gastric 
carcinoma and of chronic alcoholic gastritis. Liver 
treatment, though it cures the anemia, has, by 
itself, no influence on the progress of the spinal 
disease.—In the next article Guillain, Alajouanine, 
Bertrand, and Garcin describe a case of acute myelitis 
with optic neuritis. One of its peculiarities was the 
occurrence of a focus of degeneration in the sub- 
thalamic region, and this manifested itself clinically 
by frequent tonic crises resembling tetany, affecting 
the limbs of the opposite side to the lesion. In the 
eight months of its duration the illness showed several 
remissions and exacerbations ; the first attack caused 
spastic symptoms and severe pains; the second, a 
month later, gave rise to the tonic fits; the third, 
three months later, left the patient blind; and the 
fourth, a few weeks afterwards, produced a state of 
flaccid paralysis and led up to the fatal termination. 
Detailed examination of the nervous system after 
death showed extensive foci of acute necrosis in the 
spinal cord, a focus in the subthalamic region, and 
another in the optic chiasma. The etiological 





relationships of the disease are discussed.—Guillain 
and Thevenard, in a subsequent article, on the 
subject of Extracortical Jacksonian Epilepsy, describe 
four cases with typical Jacksonian attacks in which 
no lesion of the cerebral cortex at the site indicated 
by the attacks was found at operation or post- 
mortem. They associate these cases with those 
described by Spiller as subcortical epilepsy.—Guillain 
and Garcin contribute an important article dealing 
with the syndrome of paralysis of all the cranial 
nerves of one side; this is always due to sarcoma of 
the base of the skull and yet there are no signs of 
increased intracranial pressure nor of invasion of the 
brain by the growth. Three personally observed 
cases and one from the Jiterature are given. The 
Jesser syndromes resulting from injuries of groups 
of cranial nerves at their various foramina of exit 
from the skull are also briefly discussed.—Guillain 
and Alajouanine, in the next article, draw attention 
to the occasional occurrence of somnolence as a 
symptom of desseminated sclerosis ; it always occurs 
in an acute phase of the disease, and may give rise 
to difficulty in the differential diagnosis from 
encephalitis lethargica.—In the last article Bertrand 
and Hadzigeorgiou describe their technique for using 
infra-red rays in the microscopic study of the nervous 
system ; photographs are taken on specially sensitised 
plates and must be developed in complete darkness. 
The effect of the long wave-length of the infra-red 
region is that there is little dispersion by the particles 
of the tissue and the power of penetration is conse- 
quently very great ; refraction is practically avoided 
by cutting out all waves less than approximately 
700 2. Neuroglial elements and the intracellular 
structure of ganglion cells are remarkably well revealed 
by this method of examination. 











Neu Inbentions. 


AN IMPROVED STETHOSCOPE. 

WE have contrived and been using for some time 
an instrument which combines the handiness of the 
pocket phonendoscope with the clear transmission of 
the wooden stick stethoscope. As is shown in the 


illustration, the ear pieces are separate and made to 
twist well into the ears where they remain firmly in 
The chest piece is of light composition, very 


place. 





durable, and causes no such pull on the ears as does 
the usual heavy phonendoscope. The lumen of the 
transmitting tube is constant throughout, and by 
tapering at the joints between the tube and the chest 
and ear Ae all dead space for ‘‘ backwash” is 
eliminated. The chest piece is protected by a rubber 
cap to ensure comfort for the patient and added 
clearness for the transmission. The essential distinc- 
tiveness of the instrument is its exceptional conduction 
and handiness for carrying about. It has the addi- 
tional advantage of selling at a moderate price. 


The stethoscope is made by Messrs. R. Sumner 
and Co., Ltd., 40, Hanover-street, Liverpool. 
J. KILPaTRicK REID, M.B., Ch.B. Liverp. 
W. Owen Morris, M.B., Ch.B. Edin. 
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SCIENCE AND CRAFTSMANSHIP. 


In reflecting on the miserable conditions under 
which our primitive ancestors must have survived 
WititiaAM JAMES has remarked somewhere that it 
is characteristic of man that he prefers life on any 
terms to no life at all. It is equally characteristic 
that he makes every effort to improve his circum- 
stances, and if by “craftsmanship’’ we mean the 
skill which is exercised in the production of whatever 
is wanted for human welfare, then craftsmanship 
represents in a summary way man’s effort to live. 
Such is the meaning which Sir WiLL1AM BRaGG puts 
on the word in his presidential address delivered 
before the ninety-eighth meeting of the British 
Association for the Advancement of Science, which 
was opened at Glasgow on Wednesday, Sept. 5th. 
Prof. BracG has charmed many audiences at the 
Royal Institution with his explanations of and 
commentaries on the intimate relation between 
modern scientific knowledge and the empirical 
practice of old artificers, and the burden of his present 
discourse is that scientific training and _ scientific 
method provide the craftsmanship of modern industry. 
There is a cult which exalts the beautiful and efficient 
implement made long ago by hand, singly and pain- 
fully, to a level which is wholly denied to the products 
of the machine tools and factories of to-day—a cult 
which often misleads itself by thinking that the 
average excellence of past production is fairly repre- 
sented by the examples of old work which owing to 
their exceptional quality have survived for us to see 
and use. 

With such a point of view the President of the 
British Association has very little sympathy ; he 
sees that the mass conditions of to-day demand for 
success just that same combination of imagination, 
intelligence, and manipulative skill which was needed 
when man was groping his way through the early 
stages of the development of what SAMUEL BUTLER 
so aptly calls detachable limbs. Conditions have 
changed because what is knowable has outgrown the 
capacity of one human mind to know, and specialisa- 
tion has come in with, as always, some tendency to 
disintegration. The intelligence and imagination of 
modern production are now largely derived from 
those who pursue natural knowledge, and progress 
in invention depends on the progress of science and 
the degree to which use is made of its discoveries in 
the practical world. LeoNaRDO or REAUMUR are 
impossible to-day, but there is no reason why science 
and technology should not achieve equal triumphs if 
they can codperate with such free friendliness as takes 
no count of status or credit, if only the common good 
is achieved. Empiricism is not the prerogative of 
technology, nor coherent knowledge of natural 
science. The wave theory of light is good because, 
in some relations, it works; the electrical theory is 
also good because it also, in other relations, works. 
And no one so far has had the wit to see how the two 
theories may be reconciled. That such a state of 
affairs should prevail in the branch of natural know- 
ledge which has made the most notable progress in 
the last 50 years testifies alike to the common 
humanity of science and to the field which it offers 
for intellectual adventure. In its applications to 





industry the opportunities for adventure are no less. 
‘*Thou shalt love the Lord thy God with all thy 
heart and with all thy soul and with all thy strength ” 
means to the student of science that he is to put all 
he is into his work, knewing that every attempt to 
understand the world he lives in is worth while. 
And if he writes up, “‘ Sirs, ye are brethren ’’ as well, 
he will help his fellows all the better. 


”™ 
> 


THE LATE RESULTS OF BREAST SURGERY. 


Now that operation as the method of choice in 
treating cancer of the breast is being seriously chal- 
lenged by the supporters of radium therapy, Dr. 
JANET LANE-CLAYPON’S survey! of the late results of 
various kinds of operation for growths at different 
stages is opportune. She has here freed the literature 
of breast surgery from the reproach, exposed by her pre- 
vious analysis (No. 33 of the same series of grey books), 
that most of the statistics published are based on a 
follow-up after operation of only three years, which 
period she found to be the average duration of life 
in untreated cases. Surgeons will be gratified, if 
hardly surprised, to learn that on the whole the 
impressions derived from short periods of observa- 
tion are confirmed ; the lasting success of the Halsted 
technique or one of its modifications depends almost 
entirely on the stage of disease at which it is per- 
formed. The basis adopted by Dr. LANE-CLAYPON 
for calculating results is that of the net survival 
rate—that is, the proportion of survivors to those 
operated upon, after deducting entirely from the 
sample those not traced and also those certified as 
having died from causes other than cancer. Early 
cases, Where the primary growth was undoubtedly 
malignant but microscopical examination showed no 
invasion of cancer glands (Group IP.) show the remark- 
ably high survival-rate, ten years after operation, 
of 73°3 per cent. This rate includes partial operations, 
and rises to 77°2 if only those cases submitted to 
radical operation are included. In many other 
respects — such the mean lowered fertility 
in the history, delay in seeking treatment, and the 
good functional results after removal of the pectoral 
muscles—the commonly accepted teaching is also 
confirmed. It is profitable, however, to examine 
this exhaustive study in order to ascertain in what 
respects the conclusions reached differ from those 
generally held. The lessons that the clinician may 
learn through the massed results from eight impor- 
tant county boroughs are note vorthy. 

Broadly speaking, it seems that the clinical criteria 
of malignancy of a primary growth are reliable and 
need no revision. At least this is the deduction to 
be drawn from the direct evidence afforded by 364 
cases where the diagnosis was not confirmed by a 
pathological report on the primary growth. The 
results following operation on these cases have been 
considered separately and have been if anything 
slightly worse than those of the confirmed cases. 
Indirect evidence, on which Dr. LANE -CLAYPON 
lays considerable stress in a closely written argument 
(Chapter 13), is less flattering to the clinician. Among 
the total number of cases in the survey there were 
380 in which the malignancy of the primary growth 
was established histologically, though neither patho- 
logist nor clinician could find any trace of invasion 
of the axillary glands; 370 of these were classified 





as 


* Reports on Medical Subjects, No. 51. Report on the Late 
Results of Operation for Cancer of the Breast, being an Analysis 
of 2006 Cases occurring in the Practice of the General Hospitals 


of Eight County 
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Boroughs of England and Wales during the 
1928, Ministry of Health, H.M. 
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in a table according to the operation performed, 
nine being discarded because the exact technique 


used was not recorded, and one for no stated 


reason. The five operating methods used were: 
1 (244 cases), radical operation; 2 (45 cases), 


two operations—that is, removal of tumour or 
breast for pathological report, followed by radical 
operation at a later date; 3 (28 cases), removal of 
the breast, together with such of the axillary contents 
as could be taken without removing the pectorals ; 
4 (18 cases), amputation of breast only; 5 (35 
cases), removal of tumour only. Dr. LANgE-CLAYPON 
gives her reasons for considering that where methods 
2, 4, and 5 were chosen—that is, in 98 cases—there 
must have been an original error in clinical diagnosis. 
In none of them is there a note of either a preliminary 
incision or a frozen section, and in several instances 
the first operation was performed in the out-patient 
department or by the patient’s own doctor. From 
these and other considerations she assumes that the 
practitioners were reasonably satisfied to the 
innocence of the growth. In one of the 45 cases 
where method 2 was used, duct papilloma had in fact 
been recorded, in another chronic mastitis, while 11, 


as 


diagnosed as suffering from cysts, had in fact 
cysts, with small foci of cancer cells in the wall 


or in an intracystic papilloma. Incidentally, these 
cases provide instructive examples of the different 
microscopical appearance to be found in different 
parts of the same breast, to which Sir LENTHAL 
CHEATLE has drawn attention, and support his con- 
tention that a pathological report confined to the 
cbrvious tumour may be highly misleading. Statisti- 
cally, the method of two operations gives results nearly 
as good as does radical operation at one sitting, but 
since a second operation is sometimes refused and 
much distress of mind often occasioned, it is recom- 
mended that in all cases tumours should be removed 
under such conditions that the surgeon can proceed 
at once to the larger operation if he thinks it desirable. 
Leaving for the moment consideration of method 3, we 
no‘e that pathological reports on the 53 cases in which 
methods 4 and 5 were used indicate that the growth was 
very early. In 20 of them the clinical diagnosis was 
definitely that of an innocent condition, and it may 
be assumed that no surgeon would do such a very 
limited operation in the face of a suspicion of cancer. 
The data supplied in this report does not show the 
converse side of the picture—how many persons have 
had a radical operation for a benign growth. This 
may be relatively unimportant to those chiefly 
concerned with the public health, but the practitioner 
considering drastic operation for a doubtful tumour 
might pertinently ask the question. An educated 
patient who has been persuaded to have breast and 
pectoral muscles removed may await the pathologist’s 
report with keen apprehension, but her relief when 
she hears that her tumour was a benign growth may 
well react on her faith in her medical adviser, especially 
if hers is one of the rare cases where the functional 
results are indifferent. It is possible, too, that when 
women are trained to report any swelling of the breast 
to their doctors immediately they notice it, the diffi- 
culty of clinical diagnosis will be greatly enhanced 
since the chief criteria of malignancy with which 
every student is familiar may not be apparent in 
really early cases. This is a bogy that need not yet 
cause alarm, for, unfortunately, the doctor rarely sees 
the disease at its inception, and the malignant nature 
of a primary growth is probably diagnosed more 
successfully in the breast than in any other situation. 

The clinical estimation of the invasion of axillary 
glands is, apparently, far less satisfactory, and it is 








obvious that at an early stage of invasion these 
glands are not palpable. In Chapter 6 of her report 
Dr. LANE-CLAYPON shows that while positive findings 
are for the most part confirmed by histological 
examination, palpation is quite unreliable as a method 
of assessing the condition of these glands. Of the 
169 cases in which examination at the bedside gave 
negative results, 90—or 53 per cent.—were incorrect. 
The import of this grave error is best seen in regard 
to the selection of operation. The third method in 
Dr. LANE-CLAYPON’S list consists of removal of the 
breast together with such of the axillary contents 
as can be taken without removing the pectorals, and 
has evidently been chosen by the surgeon in the 
mistaken hope of saving from the radical operation 
those patients in whom the axillary glands are deemed 
to be normal. The fate of patients operated on by 
this method is, as Dr. LANE-CLAYPON puts it, surprising 
and very deplorable, being much worse than that 
of those in whom either breast or tumour only was 
removed. The survival-rate after method 3 in the 


group of cases showing no clinical evidence of 
invaded axillary glands is lower at all periods 


after operation even than the rate of the advanced 
group where the glands were definitely palpable. 
There is, moreover, reason to believe that the cases 
operated on by method 3, far from being advanced, 
were considered to be so doubtfully malignant as to 
be suitable for a conservative operation. The con- 
clusion reached is that the terrible results are due 
to the rapid spread of the growth following incision 
into axillary tissue which contained undetected 
cancer cells, and that this operation should never 
be performed. Evidence that clinical palpation of 
the axillary glands is not reliable has another bearing 
not mentioned in the report. Some surgeons of the 
younger school are inclined to despair of the possibility 
of eradicating the disease if the axillary glands are 
already palpable, and are inclined to remove the 
breast only as a palliative measure. We call their 
attention to the fact that positive results of axillary 
palpation, though more accurate than negative ones, 
are too pessimistic in 17 per cent. of cases, and that 
the survival-rate after ten years, even of the group 
where glands are easily palpable, is by no means 
negligible if radical operation is performed. 


—— 
—~~— 


COLLAPSE THERAPY IN PULMONARY 
TUBERCLE. 


NEARLY half a century has elapsed since the first 
tentative experiments in collapse therapy were made, 
but it is a in the last 25 years that the method 
has been generally employed. In that period the 
treatment of pulmonary tuberculosis by artificial 
pneumothorax has saved more lives than all the other 
methods of treatment added together. By its means 
those who would formerly have been regarded as 
incurable have regained health, and the dying have 
been restored to life. Time, which has seen the rising 
and setting of innumerable ‘‘ cures,’’ has only estab- 
lished more firmly the value of pneumothorax. 
Unhappily, only a minority of the afflicted can benefit 
by this method of treatment. Those suffering from 
bilateral disease may obtain a measure of relief from 
artificial pneumothorax, but in their case only 
temporary benefit can, as a rule, be expected, while 
probably more than half of the unilateral cases are 
unsuitable on account of adhesions which bind the 
lung to the chest wall and prevent efficient collapse. 
The greatest triumphs of collapse therapy have been 
obtained in the case of patients in whom the disease 
is limited to one lung and in whom the pleura is free. 
If these conditions are present, complete and lasting 
cure may be anticipated in a proportion of cases. 
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In a statistical study of the efficacy of artificial 
pneumothorax (A.P.) treatment, E. Rist and 
F. HtRscHBERG ' have endeavoured to ascertain the 
percentage of cures in a series of cases treated at the 
Laénnec Hospital by comparing the after-history of 
patients so treated with that of others who did not 
submit to a similar course. The authors point out 
that the ideal method would have been to select a 
series of patients suffering from the same type of 
disease, to treat half the cases with A.P., and to deny 
this treatment to the remainder. Humane con- 
siderations made this impossible. It was, however, 
possible to divide a series of patients into two classes, 
those willing to receive A.P. treatment and those 
unwilling or unable to do so. The classes were not 
strictly comparable. Many of those who refused the 
treatment were probably persons of low intelligence or 
lacking in determination, for whom the prognosis is 
usually unfavourable. In others the presence of 
adhesions which rendered treatment impossible may 
have indicated some difference in the type of disease. 
in the main, however, a fair comparison can be made 
between the two groups. 

The patients selected by the investigators for the 
study were suffering from unilateral disease, tubercle 
bacilli were constantly present in the expectoration, 
and in each at least half a lobe was shown by radio- 
gram to be affected. 759 in number, they included all 
cases of this type treated between 1912 and 1926. 
The controls were 463 patients who did not receive 
A.P. treatment, either because adhesions prevented 
collapse of the lung or because such treatment was 
refused. At the end of the period under review 
52 per cent. of the treated patients were ‘‘ clinically 
healed,”’ free from symptoms, no longer expectorating 
tubercle bacilli, and able to lead a more or less normal 
life; 32 per cent. were dead, and the remainder 
either unbenefited or worse. Approximately 54 per 
cent. of the controls had died. If the number of 
patients exhibiting signs of progressive disease be 
added to the deaths, the advantage of the treated 
cases is still more apparent, as the percentage for the 
former is 44 while for the latter it is 82. It is note- 
worthy that while many of the clinically healed group 
were able to work, and all had ceased to expectorate 
tubercle bacilli, none of those who had refused treat- 
ment was fit for employment, and most in this group 
were still infectious. As this first study included 
patients who had only recently commenced treatment, 
the ultimate result of which could not be known, a 
further investigation was carried out on a group of 
cases first seen between July Ist, 1919, and July Ist, 
1921. A period of seven years is thus available for 
review. The figures obtained again demonstrate the 
great value of collapse therapy. The percentage of 
the controls who were dead by the eighth year is 90, 
thus being more than twice as high as the figure 
for the treated cases. At this time 35-8 per cent. of 
the treated cases were classed as healed. None of the 
untreated cases had recovered and none was capable 
of work. Among the treated cases nearly 50 per 
cent. of the deaths occurred in the first two years 
following induction. After this period the mortality- 
rate fell, and no deaths were recorded after the fifth 
year had passed. 

Drs. Rist and HIRSCHBERG consider that the 
word ‘ cure ” should not be allowed until three years 
have passed during which there has been complete 
freedom from symptoms and an absence of tubercle 
bacilli from the sputum. At this stage the question 
of abandoning the refills may be considered. After the 
fifth year the danger of relapse is small, and in many 
cases it is desirable to maintain pulmonary collapse 
till the completion of five years after induction. The 
female mortality among both the treated and the 
untreated cases greatly exceeded that of the males. 
Thus in the first year of treatment a female mortality 
of 26-8 per cent. was contrasted with a male mortality 
of 6-3 per cent. They attribute this special suscepti- 
bility of women to an inferior power of resistance, the 
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result of the legal and economic inferiority of women 
which is still maintained in France by legal enact- 
ments and social institutions. The ages of the patients 
are not given, but from the type of cases selected for 
treatment it seems possible that the majority belonged 
to the early adult group. A high female mortality- 
rate is characteristic of this group in countries where 
women enjoy equal legal and social advantages with 
men. Unfortunately, nature cares nothing for sexual 
equality, and it is probable that physiological rather 
than social disabilities account for the more disastrous 
effect of tuberculosis among women in the earlie1 
years of adult life. 





Annotations. 


“Ne quid nimis.” 


THE VITAL RECORD OF ENGLAND IN 1927. 

WE gave in our last issue (p. 459) some of the 
outstanding figures of general and specific death-rates 
in England and Wales for 1927, as set out in Part I. 
(Medical Tables) of the Registrar-General’s Review 
for that year. While awaiting the Text of this 
Review, which may be many months in coming, it 
is possible to make some comparisons of 1927 with 
the experience of previous years. The lowering of 
the birth-rate and of the rate of infant mortality have 
already been noted. As is well known, the lowered 
birth-rate is producing an altered distribution of the 
population according to age which ere long must lead 
(ceteris paribus) to a stationary or to an increasing crude 
death-rate at all ages, and it is not surprising, there- 
fore, to find that this rate, which at all ages averages 
15-4 in 1901-10 and 12-2 in 1921-25, has only declined 
to 11-6 in 1926 and 12-3 in 1927. This is the case, 
notwithstanding the fact that in successive periods 
of life, right up to 75, the death-rate per 100») living 
at each age was lower in 1927 than in 1906-10. The 
Review enables each medical officer of health to 
ascertain his official position in regard to infant 
mortality as compared with that in other sanitary 
districts. We have once more to draw attention to 
the contrast in respect of death-rate in infants under 
4 weeks of age in different parts of the country. In 
London during 1927 the death-rate during these 
four weeks was 24-4 per 1000 births, but it was 34-5 
in the aggregate of all county boroughs. A study of 
detailed causes of death, as stated in the tables of 
the Review, gives some imperfect idea of the extent 
to which this mortality was preventable in character. 
The excessive mortality occurred chiefly in the North 
of England and in Wales; nor in these more rugged 
regions was it confined to the large centres of the 
population, but characterised also their rural areas, 
Table XIII. in the Review makes a more detailed 
comparison possible. Thus, comparing county 
boroughs with each other, the following extremes are 
noteworthy. At ages under 4 weeks the death-rate 
in Blackpool, Newcastle, and Sheffield was 40, in 
South Shields it was 42, in Dudley, Swansea, and 
Huddersfield 44, in Gateshead 46, in Oldham and in 
Preston 47, and in Burnley 49, while in Bath, out 
of every 1000 born alive, the number lost under 
4 weeks only numbered 20, in Bootle 25, in Brighton 
and Croydon 26, and in Eastbourne only 17. The 
possibilities of preventive medicine for this early 
period of infancy are far from exhausted. 

Table VI., comparing the incidence during a long 
series of years of the death-rate from the chief infec- 
tious and general diseases, is always of great interest. 
It is noteworthy that the death-rate from total 
tuberculosis for two years in succession has been well 
below 1 per 1000 of population, and there is no 
indication that the limits of decline—if they exist 
are being approached. Encephalitis lethargica unfor- 
tunately maintains its place in the list of causes of 
death ; and it is not without interest to compare its 
magnitude with that of enteric fever which no longer 
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ago than 1896-1900 was responsible for a death-rate of 
176 per million persons living. Compare this with 
the rates for the year 1921 when separate returns for 


encephalitis lethargica became available, and for 
the six subsequent years— 

Enteric fever... 88. & 48 OR ec GS Wi Dus: 2 
Encephalitis lethargica.. 19... 9..13..36..34..32.. 28 
Diabetes .. an Oe en WE us OE os Ol 12 Be 22 OO is OO 


We have added a column dealing with diabetes, on 
which a recent report of the Registrar-General 
contained a valuable study in detail. 

A note may be made, in conclusion, on the tables of 
cases of infectious diseases notified to medical officers 
of health during 1927 in each sanitary area. It 
would be interesting to ascertain how many or, 
rather, how few, medical officers see these tables 
tucked away in the last pages of a volume for which 
the non-official purchaser must pay 15s. Their 
public health value is great in reviewing tle experi- 
ence of each year and in comparing this experience 
with that of other areas. They are valuable finger- 
posts, indicating where further investigation is needed 
from an administrative standpoint ; and their value 
as implements of epidemiological research rises year 
by year. We take this opportinity of emphasising the 
importance of these tables to every medical officer of 
health in the country. 


THE USE OF WELCHI!I ANTITOXIN IN ACUTE 
OBSTRUCTION AND GENERAL PERITONITIS. 


THE actual cause of the toxzmia in cases of acute 
intestinal obstruction and general peritonitis remains 
obscure, and attempts are continually being made to 
elucidate it. Gatch, Trusler, and Ayres! consider 
that the toxemia following obstruction is due to the 
absorption by a damaged mucous membrane of 
toxins which would not be absorbed by the normal 
mucous membrane. Further strangulation ensures the 
development of an ideal culture medium for the rapid 
proliferation of pathogenic bacteria, and the gases 
resulting from putrefaction cause increased pressure 
within the lumen and so increase absorption. 
Dragstedt ? and his collaborators have shown that 
experimentally closed loops of duodenum or jejunum 
prove rapidly fatal unless drained from the outside, 
and further, that if closed loops of intestine are first 
washed with ether or an astringent wash the obstruc- 
tion is not fatal to the aninal. All these observers 
agree that death is caused in cases of strangulated 
bowel by conditions which increase the absorption 
of toxins, the actual nature of which toxins being 
still undetermined. Working in the Clinical Surgical 
Unit’ of St. Thomas’s Hospital, B. W. Williams #* 
attempted to demonstrate the presence of a true 
bacterial toxin of intestinal origin and to indicate 
its nature and the conditions of its development. 
Struck by the clinical similarity between the toxemia 
in acute obstruction and genéral peritonitis, and the 
toxemia of gas gangrene, he was led to investigate 
the development of B. welchii in the two first con- 
ditions. He showed that there is evidence of immense 
proliferation of B. welchii in the contents of the small 
intestine of patients with acute obstruction and 
peritonitis with stasis, and also of the presence of 
the exotoxin of the organism ; the clinical aspects of 
patients, the occurrence of intravascular haemolysis, 
and the microscopical changes in the heart and liver 
of fatal cases suggest that absorption of toxin has taken 
place. The truth of his hypothesis appeared to be 
confirmed by the results of a therapeutic test of 
B. welchii antitoxin at St. Thomas’s Hospital in cases 
of acute obstruction and general peritonitis. A 
comparison of cases so treated with a control series 
showed definite lowering of the mortality and alle- 
viation of the symptoms and clinical signs of toxzemia, 
even allowing for the difficulty of prognosis before 
treatment and therefore of assessing its results. 
Following the publication of Williams’s paper, Bower 


1 Surg., Gynec., Obst., 1928, xlvi., 332. 
* Jour. Exper. Med., 1919, xxx., 109. 
* Brit. Jour. Surg., 1926, xiv., 295. 





and Clark * have used B. welchii antitoxin at the 
Samaritan Hospital, Philadelphia, in 25 cases. 
Eleven of these suffered from acute diffuse suppura- 
tive peritonitis, nine had acute intestinal obstruction, 
and five were cases of acute suppurative cholecystitis, 
in which the process had extended to the peritoneum 
or pancreas. In the first and second of these groups 
the authors were able to substantiate the claims made 
by Williams. The patients treated with antitoxin 
were less restless, consciousness was less acute, the 
pulse-rate was diminished, the temperature was 
reduced, distension became less, and the intestines 
were evacuated earlier. Two cases in the third 
group also appeared to derive benefit from the anti- 
toxin. The small number of cases treated and the 
wide variation possible in the type of case chosen for 
treatment by different observers make percentage 
mortality figures useless for comparison with those 
from another institution. The fact that workers 
under quite different conditions have obtained 
confirmatory results suggests that Williams’s hypo- 
thesis should be followed up and given further trial, 
for if surgical treatment of intestinal obstruction 
can be supplemented by a trustworthy method of 
combating toxemia, its high mortality should be 
considerably reduced. 


MEDICAL PROBLEMS IN AERIAL WARFARE. 


THE Kellogg Treaty recognises that war is not 
inevitable, while responsible statesmen must explore 
every avenue to prevent its occurrence. Almost 
simultaneously with its signature the aerial manceuvres 
round London have reminded us that, though the 
contingency of war may appear remote, there is a 
weapon forged which can strike with swiftness and 
effect into the heart of a nation—a weapon, moreover, 
that can be immediately mobilised from the rapidly 
increasing supply of commercial aircraft. We are 
reminded by a correspondent of the medical problems 
that might arise in future conflicts in the air. ‘* At 
the outbreak of the last war,’’ he writes, ‘* we had a 
breathing space, for which the late Lord Haldane 
was largely responsible, in which to gather our full 
fighting strength, but in the future, with a rapid 
declaration of war and perhaps an equally rapid 
decision, we shall stand or fall by our degree of 
preparedness at the actual moment of the commence- 
ment of hostilities. Though, with the majority of our 
countrymen, medical men hope and truly believe in 
better things, we should be false to a trust if we failed 
to point out certain aspects of the question. While 
the care of the sick and wounded in our home towns 
will be largely in the hands of the men on the spot, 
none can say exactly where a blow may be delivered. 
The attack may quite as easily fall on some small 
country town as a large city; the object of bombard- 
ment from the air, comprising high explosive, incen- 
diary and gas bombs, may be intentional or uninten- 
tional at any particularspot. The actual concentration 
of gas is immaterial ; it may disable by killing or by 
sickness, but whichever it is it must be dealt with 
energetically and at once.’ These things are sadly 
true. The hospitals are almost without exception 


situated near the bull’s eye—for the target will always 


be the large city, and they may for this very reason 
become useless. The victimisation of the small 
centre will be accidental, and the real problem will 
be to evacuate the hospital patients as well as other 
casualties into some gas-free zone, and a clear idea is 
therefore desirable as to the best procedure. 

Ought this to be a matter of immediate attention 
on the ground that if organisation is not arranged 
while it is not needed, when it is needed the preparation 
will be too late ? Our correspondent writes further : 
‘We shall discover the necessity for doctors and 
nurses to understand all the details of anti-gas precau- 
tions, but far larger matters are at issue. The siting 
of temporary hospitals on high ground to windward 
at the shortest possible distance from the town is a 
matter which needs thought. Conditions such as the 


* Amer. Jour. Med. Sci., 1928, clxxvi., 97. 
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availability of suitable transport, the means of 
rapid loading and dispatch, the adequacy of roads 
free from a crowding exodus of other citizens, and 
the facilities for light and water will materially affect 
decisions on this important point. I believe, and 
others share the view, that each medical officer of 
health should in consultation with the local profession 
and the hospital authorities have ready and prepared 
a series of schemes suitable for various contingencies 
such as prevalent wind, extent of attack, and numbers 
of persons affected. These schemes should be known 
to all concerned so that the broadcasting of a code 
word will immediately set in operation an orderly 
sequence of events.’’ This implies that the time has 
come for all ambulance workers to be trained in 
anti-gas drill, all drivers of emergency transport to be 
similarly instructed, and all doctors and nurses to 
know what is expected of them, and it is hard to say 
that it is more unreasonable to prepare for air attacks 
which may never come than to have fire drills in 
buildings where fires are not likely to occur. When 
we are told that these things can go forward without 
unduly alarming the civil population in the same way 
as measures are taken quietly to deal with possible 
outbreaks of infectious disease, we do not agree, 
while certainly it will be hard to raise enthusiasm for 
measures which may never be needed. But such 
precautions would offer no provocation to other 
nations, a criticism which can be levelled against 
offensive preparations. They would show that having 
realised a possible and serious danger we are taking 
the apposite measures. 


TISSUE IMMUNITY. 


By republishing in book form various contributions 

to medical journals and conferences which he has made 
since 1898, Alexandre Besredka has summarised 
30 years of work of research on immunity from the 
wreventive and curative side of vaccine therapy. 
Ve use this term in its widest sense. Some of the 
earlier chapters of the book awaken memories of 
‘battles long ago ’’—Metchnikoff and phagocytosis, 
the diversity of the streptococcal species, antistrepto- 
coccal serum and others. But perhaps the most 
interesting of all the numerous subjects which the 
author treats in his clear and lucid style are the later 
ones which deal with his now well-known theories 
with regard to clinical immunisation by the cutaneous, 
buccal, and intestinal portals of entry. Prof. 
Besredka’s method of immunisation by the sensi- 
tisation of the gastro-intestinal tract with bile previous 
to the ingestion of vaccine or anti-serum is now well 
known. In France, where prophylactic typhoid 
vaccine is extensively administered in this way, 
the method may be said to have passed the experi- 
mental stage. A considerable amount of statistical 
evidence of its efficacy is now available. The method 
has obvious advantages to make it attractive to the 
clinician, but the réle of the bile in gastro-intestinal 
bacterial infections is only dimly understood at 
present and there is need for a good deal more 
experimentation, especially combined team-work of 
physiologist and _ bacteriologist, before complete 
reliance can be placed on the method as a satisfactory 
alternative to the now well-established subcutaneous 
inoculation. Laboratory animals, unfortunately, are 
not entirely suitable for the work and the actual 
steps of this tissue immunisation, if true immunisation 
it be, have not yet been worked out, and precisely 
how far the humoral phenomena of immunity, 
precipitins, agglutinins, and the like are affected by 
these methods cannot yet be estimated. 

We have dealt at some length on two previous 
occasions ! with Prof. Besredka’s theories on tissue 
immunity in relation to the skin and the gastro- 
intestinal tract. Briefly, he considers that the body 
defends itself primarily by a local reaction in the 
tissue through which the micro-organism gains access 
to the body, and he has elaborated his thesis with 


1 THE LANCET, 1926, i., 766 ; and 1927, ii., 73. 





numerous experiments with B. anthracis and other 
organisms. Much yet remains to*be done before a 
conclusive opinion can be expressed. No one can 
look at a histological section of the skin in a case 
of leprosy without being impressed with the local 


powers of phagocytosis. Similarly the extensive 


work of A. S. Griffiths ? over a long period of years 
has shown that in lupus there is a frequent modification 
of the pathogenic properties of the tubercle bacillus 
which are probably the result of adaptation of the 
bacilli to the resistant action of the skin. Other 
examples might be quoted, notably a long series of 
investigations by A. K. Krause * on guinea-pigs with 
tubercle bacilli. But the histological side of the 
picture, the questions of absorption and lymphatic 
drainage, local antibody production, and so on, have 
not yet been exhaustively explored. 


SECOND INFECTION IN SYPHILIS. 


ATHOUGH a second infection of syphilis in man 
had occasionally been reported before the introduction 
of salvarsan, it was only after the use of the arsphena- 
mins had become general that examples became at 
all frequent. The diagnosis of a second infection 
is by no means free from pitfalls. The chancre redux 
which appears at the site of the original primary 
lesion many years later, and may be followed by 
cutaneous manifestations simulating the secondary 
stage, is really a gummatous lesion. C. R. L. Halley 
and H. Wasserman * have recently published obser- 
vations on collected reports of 676 cases of second 
infection. The majority failed to satisfy the criteria 
which these authors considered necessary to establish 
both the first and the second infection. To the 229 
examples which were found to be acceptable as true 
cases of second infection, the authors have added 
eight cases under their own observation. On analysis 
97 per cent. of these cases were found to have received 
treatment with modern remedies early in the course 
of the first infection. No example of second infection 
could be found in cases whose first infection remained 
untreated until the tertiary stage ; only one instance 
of a congenital syphilitic acquiring a second infection 
was noted. The rarity of second infection in women 
(only 3-3 per cent. of the total) is in keeping with the 
general experience that the majority of women 
come under treatment at a later stage of infection 
than men. Halley and Wasserman point out that 
the number of second infections diminish as the 
interval between the onset of infection and the 
commencement of treatment increases. Similar obser- 
vations have been made in the experimental syphilis 
of rabbits. Recent researches on immunity in 
syphilis have shown that reinfection in man does not 
constitute certain proof of the complete cure of the 
original infection. The occurrence of superinfection 
following inoculation with material containing 
spirochetes in the very early stages of human syphilis 
and in experimental syphilis in rabbits is also well 
known. G. Mestchersky and S. Bogdanoff,® who have 
recently reported: the effects of experimental inocu- 
lation in various stages of human syphilis, achieved 
results which led them to conclude that super- 
infection is possible at all stages of syphilis. But 
the lesions in their successful cases were those of a 
modified infection ; no characteristic primary lesions 
were produced, nor was there any evidence of general- 
isation of the infection. Their experiments, like 
those of Finger and Landsteiner,* in which the 
inoculation with spirochztes of cases in the tertiary 
stage resulted in lesions of tertiary type, indicate that 
the tissues are refractory to second infection but that 
immunity is not absolute. It is of interest to recall 
that experimental inoculation of rabbits already 
infected with syphilis is successful in a much higher 





* Tubercle, 1923, v., 569. 
* Amer. Rev. Tub., 1926, xiv., 211. 
* Arch. Int. Med., 1928, xli., 843. 
5 Urolog. and Cutan. Review, 1928, xxxii., 230. 
* Quoted by A. M. Chesny, Immunity in Syphilis, London, 
1927, p. 22. 
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percentage of cages when a heterologous strain of 
spirochete is employed than with a homologous 
strain. The refractory state towards a_ second 
infection in rabbits, which develops in time, is more 
marked towards the homologous strain than a 
heterologous strain. Second infection in cases of 
neuro-syphilis would, if frequent, add support to the 
existence of dermotropic and neurotropic strains of 
spirochete ; but Halley and Wasserman were 
unable to find any tenable reports of such reinfection. 
The increasing number of reported cases of second 
infection in man, and their preponderance among 
those who received treatment with organic arsenical 
compounds in the early stage of the disease, support 
the claim made for these remedies of producing 
complete sterilisation in early syphilis. 





BLOOD FORMATION. 


UstnG the bones of foetal and young guinea-pigs and 
rabbits, Prof. Witherington Stump, of the Department 
of Anatomy of the University of Sydney, has recently 
reinvestigated the problem of blood formation, so far 
as it takes place in the red marrow. Prof. Stump 
found this type of material particularly well suited 
for investigation, and expresses surprise that previous 
workers have so seldom used it. The results, which 
appear in a recent number of the Medical Journal of 
Australia (1927, ii., 702), contribute few new facts 
but constitute a valuable commentary on the present 
state of our knowledge of blood formation. Prof. 
Stump finds himself most closely in agreement with 
the views of Dantschakoff and Maximow on the 
genesis of the various cells produced in the red marrow ; 
he is a convinced and thoroughgoing monophytist, 
believing that all the peculiar cells of the red marrow, 
even to the megakaryocytes, are produced from a 
common stem cell. This cell he believes to develop 
by direct maturation of certain of the indifferent 
mesenchyme cells; the remaining mesenchyme cells 
finally produce the reticular system in which the 
differentiated stem cells then come to lie. These 
stem cetls occurred abundantly in the tissues used 
by the author; they are described as possessing a 
large deeply staining nucleus, with abundant chro- 
matin and a strongly basophile cytoplasm. From 
this cell the author was able to trace the development 
of red cells, granulocytes of all three orders, and 
megakaryocytes—the monocytes apparently did not 
come within the purview of the study. The article 
contains some valuable hints as to technique for 
those wishing to follow a similar line of investigation, 
for Prof. Stump is one of those rare individuals 
possessing a simplifying mind. He keeps his des- 
criptive terms within strict limits, and has a hard 
word for the ** unwieldly terminology (of hematology) 
which has passed beyond the limits of scientific 
application.”” It is, however, possible to be too 
simple, and it is to be hoped that Prof. Stump will in 
due course publish more detailed descriptions of his 
researches. 


SINGULTUS EPIDEMICUS. 


THE occurrence of epidemics of hiccough associated 
with influenza has been reported now and then; an 
interesting account of six cases during the epidemic 
of 1926-27 in Czechoslovakia is given by Dr. B. 
Kuklova,' the first woman to hold a chair of medicine 
in that country. The accompanying influenza epi- 
demic lasted from Nov. 1926 to March 1927, affecting 
mainly persons between 20 and 30 years of age. 
Hiccough occurred in four women and two men, all 
between 18 and 28 years of age, with the exception of 
an old man of 65. The onset varied: in three cases 
the hiccough was the first and only sympton, in two 
cases it set in with a raised temperature and catarrhal 
symptoms, and in one it was associated with an 
exacerbation of an already existing digestive disorder. 


* Bratislavsk¢é Lekarske listy, r.VII.,s.3. Summary in French, 
Erglish, and German. 





The hiccough in every case was extremely resistant to 
treatment. Sleep was always disturbed and the 
sugar in the cerebro-spinal fluid was increased. 
There were present also myoclonic contractions which 
affected both halves of the diaphragm, the muscles of 
the upper part of the chest, the throat, the external 
eye muscles, and eventually those of the extremities. 
In two cases the respiratory rhythm was disturbed 
after the hiccough had passed off, or between the 
attacks, and in one case compression of the eyeballs 
produced apnoea. The first attack of hiccough lasted 
from one hour to 14 days, most frequently being three 
to four days in duration. In four of the patients 
subsequent attacks developed some weeks later. The 
shortest duration of the illness was seven days and the 
longest 110 days. In four of the patients there was a 
well-marked hysterical element. In the chronic cases 
galvanism of the phrenic nerve was employed with 
success in treatment. Attempts to transmit the 
disease to rabbits and guinea-pigs failed, although the 
presence of an infective agent in the nasal and naso- 
pharygeal mucus of the other influenza patients 
h n proved by experiment. These cases 
of hiccough raise interesting points for study ; 
there is a close parallelism between many of the 
associated nervous symptoms and those occurring 
in or following epidemic encephalitis. 





ALBRECHT VON GRAEFE. 


Few in surgery, and none in ophthalmic surgery, 
have better deserved than Albrecht von Graefe the 
familiar apostrophe ‘‘ E tenebris tantis tam clarum 
extollere lumen qui potuisti.”” In his short life of 
42 years he revolutionised much of ophthalmology. 
His glaucoma operation has stood the test of time, 
while his cataract knife is used daily throughout the 
world. In this country his name is always coupled 
reverently with those of Bowman, George Critchett, 
and Donders. The four were great friends ; Bowman 
and Critchett were mainly responsible for placing the 
science of ophthalmology on a sure basis in this country 
and von Graefe did a like service for it in Germany. 
This is von Graefe’s centenary year. He was born in 
Berlin a hundred years ago; he was the youngest son 
of Charles von Graefe, a well-known surgeon of his 
day in Germany. His father died while he was yet 
in childhood, and he was largely dependent for his 
upbringing on his mother’s care. After the usual course 
of study at Berlin he spent some time in the chief 
foreign clinics, notably under Arlt at Prague and in 
Vienna. To Arlt is said to belong the credit for having 
first turned von Graefe’s attention to ophthalmology. 
He also visited the British Isles and spent some time 
in London, Edinburgh, and Dublin. Ample private 
means sometimes have a soporific effect upon a young 
professional man, but they had no paralysing effect 
upon von Graefe, who built a hospital of his own and 
rapidly acquired a tremendous reputation not only in 
Germany but throughout Europe. He was lucky in 
starting on his ophthalmological career at a propitious 
time; in 1851 von Helmholtz gave to the world his 
epoch-making discovery of the ophthalmoscope. 
Von Graefe was quick to see the enormous advan- 
tages that would accrue to those who made themselves 
familiar with the new instrument. He is credited with 
having announced in an address that ‘‘ Helmholtz 
has opened a new world.” This appreciation of the 
ophthalmoscope on the part of von Graefe is in marked 
contradistinction to that accorded by Wharton Jones, 
a few years earlier, when shown a similar model of an 
ophthalmoscope by Charles Babbage. Not content 
with an enormous practice, von Graefe founded, in 1854, 
the Archiv fiir Ophthalmologie and ran it single-handed 
for the first year. In 1855 he was joined by Arlt and 
Donders in the editorship. From that date until his 
death hardly a number of this journal appeared without 
containing a communication by von Graefe, and in 
1857 he gave his famous work on iridectomy in 
** Glaucoma, and on the glaucomatous process’”’ to 
the world in its columns. It can safely be said that 
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few papers have had a more far-reaching effect than 
the one in question. Literally hundreds of thousands 
of eyes have been saved from permanent blindness by 
von Graefe’s work. He died suddenly in 1870 while 
the Franco-Prussian War was in progress. 


LADY OSLER. 


THE death of Grace Osler, widow of the famous 
Regius Professor at Oxford, has evoked expressions 
of regret from a remarkably wide circle. The number 
of guests, medical and literary, to whom Sir William 
dispensed at Norham-gardens an unending hospitality 
would be surprising if it were known, and Lady 
Osler, as his wife, was responsible for their enter- 
tainment. The house was nearly always full, for 
every doctor who visited England from America or 
Canada, and most of those who came to our shores 
from the continent, considered it a duty and privilege 
to ‘‘look up Osler and his wife.’’ Grace Revere, 
Lady Osler, born 74 years ago at Boston,-was the 
great-granddaughter of Paul Revere, the hero of the 
famous ride. As a young woman she married Dr. 
S. W. Gross, a professor of the Jefferson Medical 
College, Philadelphia, and the son of Samuel Gross, 
the famous American surgeon. She was left a young 
widow in 1888, and four years later married William 
Osler, who, having come south from Canada, was 
earning his famous reputation as a scientist and 
physician at Baltimore. For 13 years Lady Osler 
was her husband’s helpmate at Baltimore ; then, in 
1905, came the appointment to the Oxford chair, 
and from the moment that Osler and his wife arrived 
in the old University city it was seen how admirably 
they were fitted for what they made into a joint 
effort. A well-known Oxford professor writes of her : 
** She was an instant success and their home became 
a centre of attraction, drawing all sorts and condi- 
tions of men from every quarter of the globe, the most 
gifted and famous mingling with the youngest under- 
graduates arriving to present letters of introduction. 
Her house was also converted into a veritable home 
for many of the Rhodes scholars, and not a few of 
these will remember with affection and respect the 
care she bestowed upon them, her valuable influence 
and her practical help—things which greatly assisted 
in promoting the success of Cecil Rhodes’s scheme.” 
The outbreak of war found Lady Osler in America, 
but she returned immediately and threw herself 
whole-heartedly into all the activities connected with 
the succour and treatment of the wounded, while, 
through her influence in America, she was from the 
beginning able to obtain great sums of money to 
carry on various schemes. As is well known her only 
son was killed at St. Julien, but stricken as she was, 
she only bestirred herself to help with more intimate 
and perfect sympathy those who could not help them- 
selves. She was an ideal companion to her husband. 
Tireless in promoting the interest which he had at 
heart, it was felt, therefore, by everyone that her 
appointment at Sir William Osler’s death as Trustee 
of the Ewelme Charity was thoroughly fitting; the 
mastership of Ewelme in connexion with the Chair of 
Physics had been a medizval a pointment which 
had made a special appeal to Sir William Osler. 


THE DEVELOPMENT OF OBSTETRICS AND 
GYNACOLOGY. 


THE three subjects chosen for the discussions at 
Cardiff, reported on p. 521, indicate how greatly 
the responsibilities of the gynzcologist have increased 
since the days when etiquette restricted his operative 
activities to the perineum. The diagnosis and 
treatment of sterility, the differentiation of acute 
conditions in the pelvis by laparotomy if other methods 
fail, and the actual technique of radium therapy all 
come within his accepted sphere. An important 
result of the development of gynzcology has been the 





clear demonstration that too large a _ proportion 
of the commoner diseases of women, notably salping- 
itis and prolapse, are often traceable to unsuspected 
infections of venereal disease, or to unscientific 
midwifery, both of which causes may have long- 
delayed effects. Venereal disease is now being 
resolutely attacked, but the practical teaching of 
obstetrics, as we have recently pointed out, still 
needs even closer attention than has been given to 
it by most of the licensing bodies. Dr. George 
Peachey reminds us in his letter (p. 530) that in the 
first part of the eighteenth century a licence for the 
practice of midwifery had to be obtained from the 
Bishop of London, but that in 1783 the College of 
Physicians took cognisance of practitioners of that 
art and instituted for a short term of years only a 
distinct order of licentiates in midwifery. It is not to 
be doubted that interest in obstetrics will be stimu- 
lated by the reinstitution of a special diploma such as 
that now granted by the Society of Apothecaries of 
London. A historical review ! of the achievements of 
the nineteenth century in the field of gynaecology and 
obstetrics, recently published in Vienna, is opportune 
in view of the efforts now being made to secure for 
obstetricians and gynecologists a status appropriate 
to the range of their specialty. Dr. Fischer’s survey, 
undertaken with the patience and thoroughness that 
marks the whole of the vast text-book of which it is 
a part, covers every department of the subject, 
section by section, and refers to every book and paper 
worth reading that appeared during last century. 
The bibliography alone fills no less than 41 pages of 
small type. Nearly all the vast network of scientific 
investigation which has culminated in the institution 
of chairs of gynecology and obstetrics of every 
university, with laboratories in which anatomy and 
physiology of the normal and pathological repro- 
ductive organs are constantly being studied, has 
grown up since 1800. The results of the works of 
Lister, Koch, and Semmelweis, and the discovery of 
the nature of micro-organisms, have in no other 
department of medicine been of more vital import 
for prophylaxis, diagnosis, and therapy. The dis- 
covery of the application of general and local anzs- 
thesia in conjunction with aseptic technique, and 
the later discoveries in serology and radiology, have 
been as useful to the gynecologist as to the general 
surgeon. 

Dr. Fischer’s synopsis is not light reading, but 
the reader intent on tracing the evolution of any 
aspect of midwifery or gynecology through the age 
most critical for its growth, will find it an admirable 
guide. He will notice the gap between 1899, when 
the survey ends and the present day, the more 
for the guidance he has had through the preceding 
century. This century has been of even more 
interest than the last and has witnessed a progress 
twice as rapid as that which Dr. Fischer chronicles. 
It is to be hoped that this volume may be supple- 
mented by an account of the development of obstetrics 
and gynecology in the first quarter of this century. 


EDUCATION AGAINST TUBERCULOSIS 


THE National Association for the Prevention of 
Tuberculosis has been successful in its appeal for 
£100,000, and thanks to the funds thus provided 
extensive propaganda throughout the country is now 
being undertaken. The report of the Association for 
the year 1927 which has just been issued gives some 
details of the educational work which is in progress 
under the guidance of the medical commissioner, 


Dr. William Brand, and three assistant medical 
commissioners who were appointed last year. They 


have all been actively engaged in different parts of the 
country, where they have aroused interest and 


’ Biologie und Pathologie des Weibes. By Priv. Doz. Dr. J. 
Fischer. Lieferung 44. Edited by Hofrat Prof. Dr. Josef 


Halban, of Vienna, and Geh. Hofrat Prof. Dr. Ludwig Seitz, of 
Frankfurt a.M. 
Pp. 284. 


Berlin and Vienna: Urban and Schwarzenberg. 
1928. M.15. 
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enthusiasm. Each lecturer is accompanied by a 
caravan fitted with exhibits consisting of models, 
photographs, pictorial posters, and literature; a 
cinema projector with lantern attachment is carried 
along with films and lantern slides. Already a 
considerable part of the country has been covered, and 
everywhere the closest codperation with local health 
authorities and voluntary organisations has been 
secured. The particular objects of these educational 
campaigns may be described as two-fold. There is, 
first, the prevention of infection by attention to 
general hygenic principles, and special precautions in 
the event of the disease being present in a member 
of the family ; secondly, there is the education of 
the public to know what to do when afflicted by 
tuberculosis, including the life to be led after sana- 
torium treatment. The films used by the lecturers 
illustrate these two main objects. ‘* The Invisible 
Enemy,”’ deals with the prevention of the disease, 


showing by means of a story, of a mother and her 
dying son, what must be done to avoid the disease. 
‘The Story of John M’Neil,”’ features the eradication 
of tuberculosis in a family on the Edinburgh system. 
“A Day ina Sanatorium ”’ and ** Burrow Hill Colony,”’ 
paint sanatorium life and its extension in the colony 
idea. The Association aims at letting the public 
know that early treatment of the disease is essential, 
and its educational work is partly concerned with the 
“warnings ’”’ of the disease and the facilities for 
treatment. It is also directing some of its energies to 
educate the ‘ fool ’’ who, it has been said, can never 
be cured of tuberculosis—aunless, that is, he is first 
cured of his folly; The dangers of milk and the social 
problem of tuberculosis are also dealt with, so that a 
very wide field is covered. With the impetus given by 
the success of the recent appeal, the Association 
should be able to carry out its ambitious programme 
of educating the whole community. 
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(1) CASES SUSPECTED OF DIPHTHERIA. 

Ir is the habit of many practitioners, when there 
is any acute inflammatory condition of the throat, 
to take a swab of the throat and send it to the labora- 
tory for a report. Often there is no information 
furnished regarding the patient, and when such 
information is sent it is often meagre and of little or 
no assistance. The clinician frequently waits for the 
laboratory report before instituting treatment, and 
his whole conduct of the case is usually guided by 
the pathologist’s findings in the material sent. Many 
practitioners regard the laboratory report as infal- 
lible, and in so doing are content to assume that the 
responsibility of diagnosing the case must rest with 
the pathologist. This attitude is misleading and 
dangerous. The pathologist can assist the clinician 
by giving certain information, which must be con- 
sidered in relation to the condition of the patient. 
The practitioner himself must assess the value and 
significance of the pathologist’s report with regard 
to each individual patient. Half a dozen identical 
reports may be issued from a laboratory, but the 
interpretation of them may be absolutely different 
in each case. It is the object of this article to try 
and indicate what significance should be attached to 
various laboratory findings in respect of these swabs 
according to the clinical condition of the patient. 


/KLEBS-LOFFLER BACILLUS (K.L.B.). 

The great majority of throat swabs are sent to the 
laboratory in order to ascertain whether the diph- 
theria bacillus is present or not, and great care 
should be exercised by the practitioner in taking the 
swab that material is obtained direct from the lesion. 

Laboratory Technique.—The technique usually 
employed is to inoculate a tube of Léffler’s serum, 
which is then incubated at 37° C. for 18 to 24 hours. 
In addition, two direct films are made from the swab, 
and one is stained and examined for the diphtheria 
bacillus, while the other is stained with dilute carbol- 
fuchsin or methyl-violet to determine if the organisms 
of Vincent’s angina are present. In a proportion of 
cases positive results may be obtained immediately 
by an examination of direct films, but cultures must 
also be made as a routine. 


After incubation, films are made from the culture 
and stained with the particular diphtheria stain in 
use in the laboratory, which may be Léffler’s methy- 
lene blue; Neisser’s stain (either the original method 
or a modification); Pugh’s acetic acid—toluidine 
blue; or Albert’s method, which is a modification 
of Pugh’s stain. The particular stain used depends 
entirely on the choice of the individual bacteriologist, 
and should have no influence on the accuracy of the 
report. 

The stained films:are examined microscopically, 
and the characteristic beaded appearance of the 
diphtheria bacillus makes its recognition easy in 
definitely positive cases. A number of bacilli of the 
** diphtheroid ’’ group resemble the diphtheria bacillus 
more or less closely, but a competent bacteriologist 
can usually discriminate between them with confidence. 


The Significance of Positive Reports. 

The report as to the presence of diphtheria bacilli 
is made from the microscopic examination of the 
culture. When the swab is taken from a case of 
acute inflammation of the throat or nasopharynx, and 
the clinical disease is suggestive of diphtheria, the 
presence of diphtheria bacilli in the cultures—i.e., 
positive report—is sufficient evidence that the disease 
is diphtheria, and that the bacilli are virulent. In 
carriers, however, or in persons not showing clinical 
symptoms of diphtheria, fermentation and virulence 
tests must be carried out to establish the full identity 
of the organism. 

The report may be variously drafted :— 

(1) 

(2) 

(3) 





** Diphtheria bacilli present.” 
“* Diphtheria bacilli positive.” 
‘** Diphtheria bacilli+” (or ++, or +++). 

(4) “ Diphtheria bacilli positive (scanty).”’ 

(5) *‘ Bacilli morphologically indistinguishable from diph- 
theria bacilli are present. A virulence test is being done, 
and the report will be forwarded in 5-8 days’ time.” 


In any report the terms “ K.L.B.” and 
theria bacilli’’ are synonymous. The 
(1), (2), and (3) explain themselves. 

(4) This report indicates that only a very few 
diphtheria bacilli can be recognised even after culture, 
and must be interpreted solely in the light of the 
clinical condition. If the case is one of acute inflam- 
mation of the throat, but clinically not diphtheria, a 
report such as this would be almost equivalent to 
a negative finding. The case should be watched and 
a further swab sent immediately. On the other hand, 
if the swab is from a convalescent, it indicates that 
the diphtheria bacilli have almost disappeared and 
that the case may soon be considered fit for discharge. 


(5) Where no indication is given to the bacteriologist 
as to the clinical condition and site of the disease ; 
where the material is from some other part of the 
body, such as the ear, eye, or in a wound ; or where 
the case is that of a suspected carrier or even a 
chronic carrier, the mere presence of diphtheria-like 


** diph- 
reports 
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organisms does not mean that 
lent—i.e., capable of causing 
true non-virulent diphtheria 
diphtheroids may simulate 
Klebs-Léffler bacillus. Under the conditions above 
mentioned it is impossible to determine  viru- 
lence purely from microscopical examination, and 
a virulence test is absolutely necessary. As 
indicated in the report quoted above, a virulence 
test is frequently done without further notice by the 
laboratory, and the conduct of the case will be deter- 
mined by the result of this test. On the other hand, 
it must be remembered that some _ bacteriologists, 
realising that the diagnosis of the presence of virulent 
diphtheria bacilli cannot be made solely from micro- 
scopical examination, issue the positive report always 
in the cautious manner of * bacilli morphologically 
indistinguishable from diphtheria bacilli are present.” 
If a virulence test is not suggested by the bacteriolo- 
gist, this form of report may be regarded as _ posi- 
tive. 

To sum up, any acute condition of the throat 
in which a positive report is received must be regarded 
as diphtheria and treated as such until evidence is 
obtained to the contrary. In doubtful cases it is 
advisable to have the organisms isolated if possible 
and a virulence test performed. 


these bacilli are viru- 
the disease—or even 
bacilli, since certain 
microscopically the 


The Significance of Negative Reports. 

A negative result means that no diphtheria bacilli 
«an be recognised microscopically in the culture. 
When the swab has been taken from a person who 
has not active or clinical diphtheria, such as a carrier, 
it is important that the culture tube showing a nega- 
tive result should be incubated for a further 24 hours. 
It would appear that in many of these cases the 
bacilli are in a state of “ lag,’’ and do not commence 
to grow as quickly as organisms from acute cases. 
The percentage of positive results from carriers may 
be as much as 50 per cent. higher when the cultures 
are re-examined after a further 24 hours’ incubation. 

If the case is one of acute inflammation, and from 
the clinical appearance the presumption is that it 
is not one of diphtheria, then a negative report 
is of value and will confirm this opinion. If, on the 
other hand, the symptoms are those of diphtheria, 
then the diagnosis of diphtheria must still be main- 
tained, and specific treatment continued in spite of 
a negative report. . A further swab should be sub- 
mitted to the laboratory. 

If a convalescent diphtheria case is ready for dis- 
charge, one negative report does not mean that the 
patient is free from infection. Three consecutive 
negative reports are required, and the swabs should 
be taken carefully, and not immediately after meals 
or after local treatment such as antiseptic gargles. 
With carriers even three negative reports are not 
sufficient to declare the case as free from infection. 
If virulent diphtheria bacilli have been present 
six: consecutive negative reports at twice-weekly 
intervals will be necessary. 

If the case, when first seen by the practitioner, is 
recovering from an illness thought to be diphtheria, 
a negative swab report must be considered in con- 
junction with a Schick test. Broadly speaking, a 
positive Schick test and a negative swab indicates 
that the case is not diphtheria, while a negative 
Schick test and a negative swab in a young person 
suggests that the disease is likely to be diphtheria. 

It must be remembered that in diphtheria a throat 
swab alone is not sufficient, particularly in con- 
valescents and suspected carriers, and a nasal swab 
should always be taken as well, while in certain cases 
a swab from the ear should also be secured. The 
report on the nasal swab should be considered in the 
same manner as that on the throat swab. 


Remarks. 
In considering laboratory reports the clinical 
aspect of the case must be taken into consideration. 
The responsibility rests with the clinician, who must 





not rely implicitly on the bacteriological diagnosis ; 
in any case where there is a reasonable suspicion of 
diphtheria it. is his duty to administer antitoxin at 
once, and to continue to do so even in spite of a 
negative laboratory report. The practice of with- 
holding antitoxin until the report on the swab has been 
obtained cannot be too strongly condemned. 

The mortality of diphtheria increases with’ the 
delay in administering antitoxin, and the wait of 
18 to 24 hours which must elapse before the bacterio- 
logical report can be given may in some cases deter- 
mine the fatal issue. If antitoxin has been given, 
and the case turns out not to be diphtheria, no harm 
has been done, but if the patient is really suffering 
from the disease the prompt administration of anti- 
toxin increases tremendously the chance of recovery. 
As an aid to the clinical diagnosis the laboratory 
report is invaluable, but it must never be considered 
a substitute. 

The foregoing remarks apply particularly to the 
first few days of the acute stage of the disease. It 
must be remembered that diphtheria bacilli rapidly 
disappear from the throat during convalescence. 
At the end of the fourth week only one-third of 
the patients harbour bacilli, while only one-fifth 
show a positive swab by the end of the sixth week. 
These facts must be borne in mind when assessing the 
significance of a laboratory report. A report showing 
‘scanty diphtheria bacilli’’ will have a different 
significance depending on whether the case is an 
acute tonsillar inflammatory condition not clinically 
diphtheria, or a convalescent patient almost ready 
for discharge. 


Carriers. 

Although in 80 per cent. of cases the diphtheria 
bacilli have disappeared by the sixth week, in some 
instances they may still persist for a long time, and 
if they are present after 12 weeks from the onset of 
the disease (8-73 per cent. of cases), the patient is 
arbitrarily termed a ‘‘carrier.”’ It is essential that 
the virulence of diphtheria-like organisms in such 
cases should be tested, since only virulent organisms 
are capable of spreading the disease; if the bacilli 
are non-virulent the patient can be released from 
quarantine. When diphtheria-like organisms are 
found in the throats of those not suffering from 
the clinical disease, as in healthy contact cases, or 
suspected carriers, the morphological appearance alone 
is not diagnostic. 


Virulence Test. 

The diphtheria bacillus must first be isolated in 
pure culture by plating on special media, and fer- 
mentation tests are then carried out. Production of 
acid should occur in glucose but not in saccharose. 
A guinea-pig is then inoculated intracutaneously with 
a small amount of the culture. Usually a week must 
elapse before a report on the virulence test can be 
received. As far as is known, non-virulent diphtheria 
bacilli are not capable of giving rise to the clinical 
symptoms of diphtheria. 


Other Organisms in Association with Diphtheria.— 
Some reports mention the other organisms that are 


found in the cultures, in addition to diphtheria 
bacilli, and reference is made sometimes to the 
presence of haemolytic streptococci. In most cases 
of diphtheria hzemolytic streptococci are present, 
often in large numbers, and as long as there is nothing 
out of the ordinary in the clinical aspects of the 
case the mere presence of these organisms has no 
special significance. On the other hand, it must be 
recognised that severe adenitis may be caused by 
streptococci, and that they accentuate the severity 
of the throat lesions. 

The presence of Hofmann’s bacillus has no patho- 
logical significance. It is often found in large 
numbers in the throats of convalescent diphtheria 
patients, particularly when the Klebs-Léffler bacilli 
have disappeared. It is non-virulent to laboratory 
animals, 
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MEDICAL ASSOCIATION. 





SECTION OF MEDICINE. 


Dr. A. Ferevus Hewat (Edinburgh), Vice- 
President of the Section, took the chair at a 
discussion on the 


PREVENTION AND TREATMENT OF DIPHTHERIA. 


Dr. J. D. ROLLESTON (M.A.B.) considered prevention 
under two headings: (1) general measures, including 
isolation, disinfection, and treatment of the carrier; 
and (2) specific immunisation. Although it was 
doubtful whether isolation of diphtheria patients 
in special hospitals had had much effect in reducing 
its incidence, it was generally agreed that diphtheria 
required such treatment more than any other disease 
admitted to fever hospitals. There was a growing 
tendency among medical officers of health, medical 
superintendents of fever hospitals, and other sanitary 
authorities to discredit the value of terminal disinfec- 
tion after diphtheria, and to regard the living carrier 
as responsible for the spread of the disease. The 
period of isolation of a patient should be determined 
by clinical considerations. In the absence of any 
discharges from the nose or ear or acute inflammatory 
condition of the throat, a patient who had had a 
mild attack might be set at liberty at the end of 
a month. In cases of any degree of severity the 
patient should be detained at least six weeks, as during 
that time some form of paralysis was most likely to 
develop. No uniformly successful method had yet 
been discovered for dealing with the carrier. The 
most efficacious measures were tonsillectomy and 
treatment of sinus infections, but they were not 
always practicable nor invariably successful. The 
practice of insisting on one or two negative faucial 
and nasal cultures before discharging a patient was 
merely illusory, as owing to the frequent occurrence 
of intermittency in the carrier state a false sense of 
security might arise from obtaining such cultures. 
As the return case rate was no higher in those hospitals 
which had abandoned the practice of swabbing 
patients before discharge than in those in which it 
was still observed, Dr. Rolleston had discontinued 
the practice at his own hospital since his appoint- 
ment as medical superintendent two and a half years 
ago, without finding that this discontinuance had been 
followed by an increase in the return case rate. 
Specific immunisation against diphtheria was either 
passive, by injection of small doses of antitoxin, 
or active, by injection of toxin-antitoxin or similar 
preparations. The immunity conferred by passive 
immunisation, though immediate, was only of short 
duration, and the injection of antitoxin also pre- 
disposed the individual to an unusually severe reaction 
when a therapeutic dose was needed in the course 
of the next few years. Dr. Rolleston said that in 
hospitals and in families where the children could 
be kept under close observation after exposure to 
infection he did not think it necessary to carry out 
passive immunisation, though he was aware that in 
some clinics, especially on the continent, it was the 
practice to administer prophylactic doses of antitoxin 
with or without a preliminary Schick test, on the 
occurrence of a single case of diphtheria in a children’s 
ward. 

In carrying out active immunisation, which 
conferred a more durable and possibly permanent 
immunity, it had recently become the practice, 
especially in public health work in dealing with children 
under 6 years of age, to dispense with the preliminary 
Schick test, as the great majority of them were 
susceptible to diphtheria. In adults, on the other 
hand, who were more likely to react severely, a 
preliminary Schick test was necessary. In a large 
number of fever hospitals it was now the rule to 
carry out active immunisation of the nursing staff on 
joining. Since the introduction of active immunisa- 








tion of newcomers the incidence of diphtheria among 
the nurses at the Western Hospital (Metropolitan 
Asylums Board), though it had never been very high, 

shown a slight fall. Attacks of diphtheria 
occasionally did occur in nurses whose Schick reactions 
were negative either spontaneously or as the result of 
immunisation. This was probably due to nurses 
being exposed to massive doses of virulent infection, 
whereas other negative Schick persons who were 
exposed to only slight and occasional infections 
escaped. In addition to protecting nurses, active 
immunisation was indicated in schools, creches, 
orphanages, and other collections of children. Although 
no fatal accidents following active immunisation had 
occurred in this country, as they had in the United 
States, Austria, China, and Russia, the local reaction 
and constitutional disturbance were often severe. 
Owing, therefore, to the occasional failure to protect, 
and the possibility of severe reactions, Dr. Rolleston 
had been unwilling to make active immunisation 
against diphtheria compulsory, like vaccination 
against small-pox, especially as diphtheria antitoxin 
was an infallible remedy within the first 24 hours. 
whereas in small-pox no treatment, however early 
it was employed, invariably modified the course of 
the disease. 

Dr. Rolleston discussed the treatment of diphtheria, 
in order of importance, under the headings of serum 
therapy, general measures, and local treatment. Like 
most of his colleagues in the Metropolitan Asylums 
Board hospitals he was, he said, in favour of com- 
paratively large doses of antitoxin—viz., 4000-8000 
units for mild faucial or nasal cases, 12,000—-16,000 
units for moderate attacks, and 24,000 units, repeated, 
if necessary, for severe attacks. He preferred intra- 
muscular injection into the vastus externus to any 
other method, as it ensured a much more rapid 
absorption of antitoxin than the subcutaneous 
method, and was much safer and pleasanter for the 
patient than intravenous injection, which was followed 
in a large proportion of cases by rigors or shock. 
While fully convinced of the importance of early 
administration of antitoxin, having never seen a 
death from diphtheria nor severe paralysis when 
antitoxin had been given on the first day of the 
disease, he could not too strongly denounce the 
doctrine that antitoxin was of no value after the fifth 
day of disease. As he had maintained many years 
previously,’ clinical rather than chronological con- 
siderations should be the guide in the treatment of 
diphtheria, the presence of membrane in the throat, 
nose, or elsewhere being an indication for sero-therapy. 
The chief advance in recent times in the treatment 
of diphtheria had been the use of a refined or con- 
centrated serum, whereby the incidence of rashes 
and other unpleasant sequele had been reduced to 
a minimum. The only manifestation of serum 
sickness now seen was urticaria, the frequency of 
which, however, had been reduced from 60 to 30 
per cent. of the cases injected. The most important 
principle in the general treatment of diphtheria was 
the enforcement of rest for a period proportionate 
to the severity of the initial angina. It was doubtful 
if any drug had power to modify favourably the 
course of the disease, though adrenalin appeared to 
be of value in forestalling or combating the suprarenal 
insufficiency which played an important part in the 
syndrome known as cardiac paralysis. Alcohol, 
which for long had been regarded as indispensable 
in diphtheria, so far from being of any value in the 
disease, was liable to increase the myocardial degenera- 
tion initiated by the diphtherial poison. In 1927, 
when no alcohol at all was used in the treatment of 
diphtheria at the Western Hospital, the case mortality 
(3-01 per cent.) was lower than in any of the other 
M.A.B. hospitals.?. Since the introduction of antitoxin 
local applications to the throat had occupied a very 
secondary position in treatment. In a series of 
3000 cases Dr. Rolleston had employed local treat- 
ment in only 364 (12-13 per cent.). Most of these 
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patients were older children or adults, who welcomed 
any form of local treatment which younger children 
as a rule resisted. From comparative observations 
it had been found that the average period for the 
throat to become clean after injection of antitoxin 
was practically the same whether local treatment 
had been employed or not. 


Discussion. 

Dr. GRAHAM ForRBES (London) gave a summary 
of diphtheria preventive work in Great Britain up 
to June, 1928: (a) of 44,131 persons tested in council 
schools and welfare centres, 72 per cent. had proved 
positive and 40,512 had been immunised; (6) of 
36,329 persons tested in residential schools, 13,625 
had proved positive and 9155 had been immunised ; 
(c) of 10,511 members of hospital staffs, 3598 (34 per 
cent.) had been found positive and 4184 had been 
immunised. In this total of 91,036 persons of all 
ages, of whom 53,841 had been immunised, no known 
serious harmful effect—still less a _ fatality+—had 
resulted, though a total of at least 300,000 injections 
bad been given. 

Dr. E. W. Goopa.y (late M.A.B.) marvelled that 
after so manv years there should still be a diver- 
gence of opinion on such important questions as 
the method of administration and the dosage of 
antitoxin. There could be no question that the 
serum was brought into immediate contact with the 
toxin in the blood by intravenous injection, yet when 
the remedy was first introduced most remarkable 
results were obtained by the subcutaneous method. 
The dosage of the early days would be considered 
insignificant by most modern clinicians. As the result 
of trial of intravenous injections, and large doses up 
to 200,000 units, he had come to the conclusion, 
after a very large experience, that intravenous injec- 
tion should be reserved for the more severe cases, 
intramuscular for the moderately severe, and sub- 
cutaneous for the benign. He considered that about 


30,000 units was the limit of dosage beyond which it 


was unnecessary to go. As regards serum treatment, 
every case should be treated on its clinical merits, 
irrespective of the duration of the illness. It was folly 
to wait for the result of a bacteriological examination 
before administering serum. Prolonged rest in the 
recumbent position was essential if the patient was 
to be secured from the risk of heart failure during 
convalescence. He had long been of the opinion that 
cardiac stimulants were useless in the acute stage. 
Dr. Joun McGarrity (Cardiff) said that with 
the late Dr. Claude Ker he had carried out the Schick 
test in over 3000 individuals of all ages. including 
patients, nurses, and medical students during the 
latter part of 1922, and during 1923 and 1924 in the 
City Hospital of Edinburgh. At Dr. Ker’s suggestion 
he had immunised with toxin-antitoxin over 300 
Schick-positive children in that institution, practically 
all under 10 years of age. This group showed so little 
local or constitutional reaction that Dr. Ker advised 
the public health authorities of Edinburgh that 
similar measures could safely be employed among the 
school-children of that city. The work had been 
begun in 1923, and over 6000 children had now been 
immunised without any ill-effects. In those days 
toxin-antitoxin was used, and while few, if any, of 
the children under 10 years of age were upset in the 
least by the inoculations, many of the nursing staff, 
132 of whom were immunised, suffered severely, 
both locally and constitutionally, especially those 
who showed pseudo-reactions when Schick tested. 
Since the use of toxoid-antitoxin had become general, 
it was unusual to encounter any reactions at all, even 
among adults. During the last three years none 
of the nurses in the Cardiff Isolation Hospital had 
complained of anything worse than a sore arm and 
slight headache. In the Cardiff schools some hundreds 
of children had been tested and immunised since the 
work began in 1926 without any ill-effects. In 
Cardiff no child who had given a negative Schick 
reaction when tested in the schools had up to date 
developed diphtheria ; nor during the last three years 





had any of the nurses or maids at the Isolation 
Hospital with a negative reaction contracted the 
disease. The treatment of diphtheria depended very 
largely on the early clinical diagnosis and the early 
administration of a suitable dose of diphtheria anti- 
toxin, although the after-care was very important. 
Dr. McGarrity’s practice was to give an intramuscular 
injection in doses of from 3000-4000 units for mild 
cases, 6000-8000 units for moderate cases, and from 
10,000—20,000 units for severe cases. He seldom found 
it necessary to give more than 60,000 units of anti- 
toxin to the most severe cases, but he invariably 
gave the first dose in severe cases intravenously and 
the rest intramuscularly. He had found caffeine- 
sodio-salicylate or camphor the best drugs to use in 
threatening heart failure, given hypodermically in 
from gr. 4 to grs. 1 or 2, every two or four hours. 
He was also in favour of alcohol in small doses. In 
the treatment of laryngeal diphtheria he preferred 
intubation to tracheotomy, but did not recommend 
it for use in general practice. He recommended 
spoon-feeding rather than feeding by nasal tube in 
either case. 

Dr. Cyrit Lewis (Cardiff) presided when Prof. 
T. GILLMAN MOORHEAD (Dublin) opened a discussion on 
ACUTE NEPHRITIS. 

A study of the reports of the Irish Free State for the 
last five years showed, he said, that one death in every 
231 registered to be due to acute nephritis. In England 
and Wales over the same period, one death in every 
334 was found to be caused by acute nephritis. Owing 
to the comparative infrequency of the disease, the 
study of groups of cases was not possible until the 
Great War period. Prof. Moorhead desired to em- 

phasise at the outset three points in prophylaxis 
the common-sense removal of all septic foci, with 
especial attention to the throat and nasal sinuses ; 
Osman’s alkali treatment, which he received with hope 
but with caution, for Peters had found no significant 
difference in the onset of complications in those 
treated with and without alkalis respectively in a 
series of 8000 cases analysed for the period 1910-22. 
The third point—the value of scarlatinal antitoxin 
was still sub judice—but reports up to date were 
** fairly satisfactory.” 

The repeated attempts at classification had resulted 
in a lack of recognising the unity which underlies 
the varying pathological manifestations of the acute 
condition. The term nephrosis was not necessary, as 
he regarded it merely as a variety of acute nephritis 
identical with the condition called toxw#mic kidney 
by English writers. Rather than have a classification 
it was wiser to have in mind “ the kidney composed 
of four elements—glomerular, tubular, interstitial. 
and vascular—and that each element may be involved 
in a varying degree according to the cause of the 
inflammation, its severity and its duration, and 
provided we remember that the functional changes 
are likely to vary also with the degree of involvement 
of each of these structures and the severity of that 
involvement, we will do better as clinicians to recognise 
one form of acute nephritis only.’ That staphy- 
lococcal toxins are more likely to produce parenchy- 
matous lesions and resultant oedema, and streptococcal 
toxins glomerular lesions, is not a view that has 
been convincingly proved, and hemorrhagic and 
cedematous cases are by no means invariably clear 
cut. The value of blood-pressure estimations was 
stressed, for a rise occurs in all primary acute attacks, 
and a fall accompanied by a diminution in size 
of the heart are favourable signs. The only cases 
that are open to any doubt in diagnosis are cases of 
anuria with palpable swelling of one or both kidneys 
and delayed appearance of cedema. 

The character of the protein in the urine desires 
further and closer study ; attention was drawn to the 
work of Kellaway, Davies, and Williams, who suggest 
that much of the protein present consists of kidney 
substance in cases of severely damaged kidneys. The 
estimation of the quantity of protein passed per diem is 
of value in acute nephritis, but the Esbach’s albumino- 
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meter is quite unreliable—the readings of which vary 
widely with the temperature. Dr. Moorhead thought 
that the progress of the case and the immediate 
prognosis may be better determined by blood-urea 
estimation than by any other laboratory examination. 
Discussing the question of chlorides and their absence 
from the urine, he regarded it the result of a locking-up 
of chlorides in the body due to tissue demand rather 
than to renal failure. A _ slight acidosis, due to 
diminution of the sod. carbonate content of the blood, 
is also present—an observation which had been 
foreshadowed long ago by clinicians who knew that 
it was more difficult to make the urine alkaline in 
acute nephritis than in health. 

An increase of phosphates in the blood is associated 
with the development of toxic symptoms, and the 
return of the phosphates to a normal level is of 
favourable significance. This is the basis of von 
Noorden’s’ special recommendation, that large 
quantities of calcium be given to all cases of nephritis 
taking milk as their stable diet, for the phosphoric acid 
content of milk is high. 

Changes also occur in the cerebro-spinal fluid in acute 
nephritis—it is under increased pressure—an increase of 
urea and an increased protein content. Writers have 
also remarked on the high chloride content of the 
cerebro-spinal fluid in nephritis, and that a high chloride 
value is invariably found in uremia. Regarding 
prognosis, by far the largest number of cases pursue a 
favourable course. In the experience of Dr. Moorhead, 
those cases which present the greatest increase of 
blood pressure recover most rapidly. He refers to 
the observation of de Wesselow, that 70 per cent. of the 
war nephritis have recovered completely, and also the 
work of Hume and Nattrass, who showed a recovery in 
77 per cent. in war cases, but only 45 per cent. recovery 
in acute cases in the period 1922-25. In judging these 
cases following an acute attack, functional tests are 
most valuable, but he cannot agree with some writers 
who have stated that provided these tests are normal, 
a persistent albuminuria can be discarded, for, in his 
opinion and experierice, they remain poor in health 
and are liable to intercurrent infections. 

Speaking on treatment, Dr. Moorhead thought that 
the rigid rests in bed treatment had been overdone ; 
provided there is no hematuria, cases with albumin 
in the urine and cedema often improved when they 
are allowed to get up. For the few days of the 
acute condition, when there is frequently anorexia, 
small quantities of milk and water, to which a little 
calcium carbonate has been added, satisfies. Later, 
carbohydrates can be increased, followed by a 
gradual increase in the protein intake; but restriction 
in protein intake is recommended for some time, even 
when there is almost complete recovery. No drug 
treatment is required apart from the giving of mild 
diaphoretics and purgatives. The kidney should not 
be stimulated. Ammonium chloride, so warmly recom- 
mended by the Mayo Clinic, has not proved successful, 
and novasurol should most certainly be used with 
great caution in renal oedema. ‘‘ When coma develops, 
either subsequent to or independent of epileptiform 
convulsions, and when all ordinary measures, such as 
hot packs, the use of pilocarpine in small doses, and 
purging, fail to produce rapid improvement, vene- 
section should be performed.’’ Dr. Moorhead also 
advocated lumbar puncture in acute nephritis, 
complicated with nervous phenomena; he has always 
found it to be beneficial and that it has never resulted 
in any harmful effects. He has not obtained any 
satisfaction in the use of Fischer’s solution. and the 
injection of plain sodium chloride and of sodium 
citrate solutions can be justified only as diluents of 
retained toxins. Morphia—the sheet-anchor for the 
allied condition, eclampsia—should be used in the 
treatment of convulsions ; although having been under 
suspicion for long it is both safe and satisfactory. 

Dr. H. Lernesy Trpy (London) dealt with 


Acute Hemorrhagic Nephritis 


the form of nephritis of which the outstanding and 
frequently the only characteristic of which is renal 








hemorrhage. It is the condition described by Hale- 
White in 1911 as essential renal hematuria. All 
hospital records show that it is a common disease 

in fact, that it is commoner than ‘“ acute parenchy- 
matous nephritis.”” Cases may attend in an out- 
patient department once or twice and then, owing to 
the absence of any symptoms, disappear permanently. 
It is most common in children and young adults, and 
a throat infection is present in 75 per cent. of the cases. 
There is either a frank tonsillitis or a marked adenitis. 
Predisposing infections are not so commonly found in 
adults, and that is why such cases are investigated 
surgically. Renal hemorrhage is frequently sudden, 
and a large amount of blood may be passed in the 
urine. Bacteriological examinations are nearly always 
negative—but sometimes the same organism is isolated 
from the urine and from the pus from an abscess in 
the neck. The classical symptoms of acute nephritis are 
absent. (£dema is usually entirely absent; when 
present. it is only a slight puffiness of the eyelids or 
mort often a pallor of the face with a puffiness of the 
forehead. The hematuria disappears rapidly in the 
majority of cases—in some, especially in children, in 
whom it has remained for three to four weeks, it 
quickly disappears after tonsillectomy. The large 
majority of the cases recover completely, but a 
small number, about 5 per cent., remain with definite 
evidence of renal deficiency after the lapse of some 
years. These are the cases in whom the initial attack 
caused anxiety by general signs of ill-health, persistence 
of albumin and hematuria, and defective urea, con- 


centration tests. This small group advances to 
chronic interstitial nephritis, eventually dying of 
uremia. The pathogenesis of acute hemorrhagic 


nephritis is uncertain, but, in general, the group 
appears to be intermediate between a nephritis and a 
hemorrhagic state. The condition may be defined as 
an acute glomerulitis (Fahr described it as a “ diffuse 
capillaritis of the glomerular loops’’). Similar changes 
are seen in the kidneys in subacute bacterial endo- 
carditis. But, unlike this condition, bacteria are not 
found in the affected glomeruli, and the urine is 
practically always sterile in hemorrhagic nephritis. 
Again, the hemorrhage is usually only microscopic in 
subacute endocarditis. It may be definitely stated that 
acute hemorrhagic nephritis is not due to bacterial 
emboli. The diagnosis is easy in children, but in adults 
the surgical causes of hematuria have to be excluded 
before such a diagnosis is made. 


Discussion. 

Dr. HUGH GAINSBOROUGH (London) emphasised the 
importance of focal infection in acute nephritis, and 
is in agreement with Gray’s explanation of the special 
sensitivity of the kidney to circulating organisms and 
toxins being caused by the concentration of the blood 
in the glomeruli and of the toxins in the tubules. 
Histological evidence of glomerular damage is too 
coarse a test, and the glomeruli may be injured in the 
sense of altered permeability, and yet appear normal 
when viewed by the microscope. This plus the 
evidence of experimental nephritis speaks against 
the arbitrary division of nephritis into glomerular, 
glomerulo-tubular, or pure tubular forms. We cannot 
yet explain why an acute nephritis becomes chronic 
whether it is because of the severity of the original 
injury, or because of the continuance of the toxic 
factors, or as a result of metabolic changes brought 
about, for example, by the continued albuminuria. 
The metabolic disturbances in acute nephritis are 
more easily studied in subacute forms, where the 
disturbances are less transitory though similar in 
nature. The hypercholesterolemia is as yet unex- 
plained—the albuminuria may be important in this 
relationship. 

Dr. A. E. Gow (London) emphasised the varying 
incidence of nephritis in scarlet fever at various 
periods. He regarded the classification of the different 
forms of nephritis to be important, and stressed the 
essential differences between the focal and the diffuse 
type of nephritis. He also called attention to the 
possible presence of syphilis as the possible under- 
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lying factor in cases of resistant oedema. The 
chemistry of the urine should not be neglected— 
much knowledge can be gained by the simple urinary 
observation on the progress of nephritis cases by 
repeated examinations. 

Dr. R. L. MACKENZIE WALLIS (London) dwelt on 
the means of distinguishing a toxic and an inflam- 
matory condition of the kidneys. He has found that 
in toxic kidneys the main diagnostic features are a 
low blood-urea, a raised diastase content of the 
urine, and the presence of a relative excess of 
globulin in the urine. Dr. Wallis finds that the 
administration of HCl orally is very helpful in 
reducing the blood-urea in cases of acute nephritis. 

Dr. A. F. S. SLADDEN (Swansea) wished to stress 
that all laboratory tests in all pathological states 
were only auxiliary and secondary to clinical obserya- 
tion. He had found the estimation of ammonia in 
the urine to be valuable in estimating the progress— 
as it was diminished in acute nephritis, and when 
conditions improved the excretion of NH, increased. 

Dr. J. WILKIE Scott (Nottingham) remarked that 
rise of blood pressure seemed now to be génerally 
regarded as an important factor in the attacks of 
convulsions and unconsciousness. He had found 
great benefit from venesection both in uremic 
attacks and in eclampsia when the pressure was 
high. In acute suppression of urine of more than 
36 hours’ duration the advisability of capsulotomy 
should be considered. 





SECTION OF SURGERY. 
PANCREATITIS. 

Mr. J. W. GEARY GRANT (Cardiff) opened the 
discussion. The term ‘“ pancreatitis’? had been 
deliberately chosen in order to include the many 
varieties of this rather rare disease. His own remarks 
were based on personal experience of six cases seen 
in the last two years. He proposed to limit himself 
to acute necrosis of the pancreas. This term was 
preferred because it did not beg the question of a 
primary inflammatory origin and did not postulate 
hemorrhage as a necessary part of the picture. The 
pancreas possessed two ducts which varied in their 
relative size and might, or might not, anastomose, 
The main duct of Wirsung joined the bile-duct 
about 4 mm. from the duodenal opening, the distance 
varying from zero to 11mm. _ The _ text-books 
described four types, shown by Brocq to be four 
stages, of acute pancreatitis: oedematous, hzemor- 
rhagic, gangrenous, and suppurative. Some of the 
suppurative cases were probably examples of primary 
infection, others were secondary infections following 
on necrosis of the gland. In studying papers and 
case reports on acute pancreatitis striking differences 
were found in types of disease and mortality in different 
clinics and also wide divergence of views on etiology 
and treatment. Pancreatic necrosis depended on the 
setting free of the secretion and its activation in the 
ducts of the gland. For this it was necessary that 
the pancreas should be in the phase of secretion and 
that the proferments should be activated by some 
agent. The importance of the first condition was 
shown by Brocq’s experiments, in which bile, injected 
up the duct of Wirsung, failed to produce pancreatitis 
unless the dog had previously had a full meal. 
Clinically sudden onset of the disease often followed 
a heavy meal. Activation of the proferments could 
be brought about by normal bile or, better, bile 
deprived of its mucus or concentrated, by succus 
entericus if it gained access to the gland through a 
patent duct of Santorini, and probably by products 
of cytolysis of gland cells and leucocytes, calcium 
salts, and bacteria. It was therefore probable that 
acute necrosis could occur in more than one way. 
At present three main theories were held concerning 
it: 1. Vascular, due to embolism or thrombosis of 
pancreatic vessels. Experimental evidence gave no 
support to this view. 2. Infective. This theory, 
strongly supported by Deaver and Maugeret, and lately 
by Graham and others, held that infection spread by 





way of the lymphatics from the gall-bladder to the 
head of the pancreas. Against this theory it might 
be said that in the vast majority of instances the 
hemorrhagic fluid in the general abdominal cavity 
and in the lesser sac was sterile. Experimental 
infection of liver and gall-bladder with staphylococci 
did not produce pancreatic necrosis. Infections of 
the gall-bladder were common; if they were the 
cause acute necrosis should be more frequent than 
it was. Gastric and duodenal ulcers were not followed 
by pancreatitis, although infection might be conveyed 
to the pancreas in these conditions. 3. Theory that 
necrosis caused by regurgitation of bile up the pan- 
creatic ducts. Brocq and Binet found that when the 
duct of Wirsung in the dog was divided and left open 
in the peritoneal cavity, fat necrosis did not ensue, 
but if the secretion was allowed to mix with bile 
hemorrhage and _ steato-necrosis followed. The 
activating agent in the bile was the glycocholate 
of soda. The probable mechanism by which bile 
regurgitated into the pancreatic duct was the 
impaction of a small calculus in the bile papilla and 
several such cases had been reported. For the bile 
to reach the pancreas the stone must block the 
papilla without blocking the duct of Wirsung. This 
could only occur in a certain number of people where 
the length of the ampulla was at least twice the 
diameter of its opening into the duodenum, but as 
acute pancreatitis was comparatively a rare disease 
the theory would not be invalidated on that account. 
Spasm of the sphincter of Oddie might cause regurgita- 
tion of bile if it embraced the common duct distal to 
the junction of the duct of Wirsung. Another way 
in which secretion in pancreatic ducts could be 
activated was by the forcing of duodenal contents 
with succus entericus into the valveless duct of 
Santorini during violent vomiting. A rare cause of 
pancreatitis was the entry of an ascaris into the duct 
of Wirsung. A few cases had followed various 
abdominal operations and were due to injury to the 
pancreas or ducts. 

Diagnosis might be very difficult especially in the 
““formes frustes’’ of the disease. The speaker felt 
that the teaching that acute conditions of the gall- 
bladder should be allowed to settle down before 
operation was entirely wrong, for pancreatic disease 
was often present. If there was any suspicion of the 
pancreas being involved it should be inspected at 
operation. With regard to treatment abdominal 
drainage in the region of the pancreas, incision of 
the gland, gauze tamponage and drainage, or 
either treatment with drainage of the biliary tract 
had all given good results. Under no conditions 
should the gall-bladder be removed. The administra- 
tion of aspirin and hexamine might do good. 

Mr. DiIGgBy CHAMBERLAIN (Leeds) confined his 
remarks to acute pancreatitis. At Leeds they had 
had experience of 21 cases in the last ten years. 
The condition was probably not as uncommon as 
was thought for many cases settled down without 
operation. They all knew of cases of gall-bladder 
disease which had settled down, and later when they 
were operated on a swollen pancreas was found with 
fat necrosis. He was unable to differentiate between 
the cases which should be operated on and those 
which should not. In all of his cases except one he 
had found an infected gall-bladder with stones. 
Bile taken at operation in four cases had contained 
a hemolytic streptococcus. The cyanosis, which 
was so often present, was not the result of septi- 
ceemia as had been suggested because no methzemo- 
globin was found in the blood. It was due to impaired 
action of the diaphragm and was found in other 
conditions besides pancreatitis. The diastatic index 
in the urine was important in diagnosis. For treat- 
ment he advised immediate operation with drainage 
of the gall-bladder as well as of the pancreas. The 
ideal was to drain posteriorly, resecting the eleventh 
rib in the mid-axillary line, but generally the patient 
could not stand the extra ten minutes involved in this 
procedure. He protected the abdominal wall from 
the action of gastric juice by painting with rubber 
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dissolved in ether. 
infective theory of pancreatitis, the infection travelling 
from the gall-bladder via the lymphatic glands of the 
hilum. The pancreatic duct was guarded by a very 


The speaker believed in the 


efficient valve. The wall between it and the bile- 
duct became thinned out into a flap which acted as a 
valve so that regurgitation of bile could not take 
place. In gastric ulcer the pancreas was protected 
by fibrous tissue forming on the floor of the ulcer. 


Dr. MACKENZIE WALLIS (London) said he had been 
interested for a number of years in the diagnosis of 
pancreatitis. In 1920 he had published the results of 
a long series of investigations on tests for pancreatic 
function and his conclusions had since been confirmed 
by others. No individual test was pathognomonic 
but three—namely, the diastase content of the urine, 
Loewy’s test, and glycosuria if taken together gave 
a reliable index of pancreatic disease. These tests 
could be rapidly performed. If time permitted the 
findings might be confirmed by the finding of excess 
of undigested fat and muscle-fibres in the stools. 
The fleeting character of the tests must be borne in 
mind. They might be positive one day and negative 
the next. The results were often discarded because 
this was not recognised. Glycosuria fluctuated 
exceedingly, but the same was true of the diastase 
test. The speaker gave examples. In one case the 
diastase content fell from 200 units to 10, then rose 
again to 220, and finally remained constant at 10. 
He regarded these rises as due to recurrent attacks 
of subacute pancreatitis. The Loewy test was of no 
value by itself, but useful in conjunction with the 
others. In chronic pancreatitis the tests were of 
value, but here complete chemical examination of the 
stools was indicated. Catarrhal pancreatitis was 
common in association with jaundice. It also occurred 
after removal of the gall-bladder; hepatic bile was 
irritating because it contained no mucus, bile from 
the gall-bladder was non-irritating. If hepatic bile 
regurgitated into the pancreatic duct catarrhal pan- 
creatitis followed. Diarrhoea and nausea after removal 
of the gall-bladder were due to this. Duodenal 
intubation gave important information especially in 
chronic interstitial pancreatitis. Cyanosis was due 
to acidosis set up by fat necrosis. The treatment was 
to place gauze soaked in horse serum in contact with 
the tissues. Horse serum had great capacity for 
absorbing pancreatic ferment. 


The President, Prof. A. W. SHEEN (Cardiff) 
described pancreatitis following parturition and asked 
whether members had seen similar cases. He com- 
mented on the rapid pulse of pancreatitis. 


Mr. F. C. Pysus (Newcastle-on-Tyne) spoke on 
diagnosis and laid special stress on subscapular pain 
as a symptom in pancreatitis. Pain under the left 
subscapular was diagnostic unless ulcer on the lesser 
curvature of the stomach was present. Rapid pulse 
and cyanosis were also important. The pancreas 
should be remembered when dealing with any lesion 
in the upper abdomen and in anomalous cases of 
gall-stones, especially if the symptoms were worse 
than the diagnosis suggested. 


Prof. A. H. BurGEss (Manchester) had had 21 cases 
in the last four years. The mortality was 20 per cent. 
Contrary to text-book teaching, males preponderated 
and the mortality amongst them had been much 
greater—44 per cent. compared to 16 per cent. in 
females. The disease was commoner than was 
generally supposed. A swollen pancreas and fat 
necrosis were often found in operations for gall-stones. 
There was usually a history of previous attacks and 
this was true of cases in which no gall-stones had 
been found. 


Prof. A. FULLERTON (Belfast) said that all grades 
of pancreatitis existed between fulminating and mild 
cases. In his cases the outstanding feature had been 
the severity of the pain. Cyanosis was not marked. 
Even after sloughing of a large piece of the pancreas 
patients might do well. 





Mr. R. St. L. BROCKMAN (Sheffield) gave an account 
of a remarkable case of cyanosis in acute pancreatitis. 
He saw the man one and a half hours after the onset 
of abdominal symptoms. The patient was the colour 
of a boiled lobster and the colour had come on since 
the pain. Soon after the red colour changed to 
typical cyanosis. The speaker refrained from touching 
the pancreas at operation. He drained the gall- 
bladder and, if necessary, put a tube in the pelvis. 


Mr. A. W. ApDAms (Bristol) described cases of 
pancreatitis following pregnancy. 


Mr. GRANT replied. He did not agree with Mr. 
Chamberlain’s conclusions, for in many cases both 
gall-bladder wall and bile were sterile. If the con- 
dition was due to hemolytic streptococci the logical 
thing would be to remove the gall-bladder, but if this 
were done the patients died. 


DIAGNOSIS OF URETERIC CALCULI. 

The discussion was opened by Prof. FULLERTON. 
He said that contrary to text-book teaching the 
main constituent of his calculi was calcium oxalate. 
The symptoms of hemorrhage and pain were easily 
accounted for. It was rare for a ureter to be com- 
pletely blocked by a calculus but reflex anuria might 
occur. A remarkable phenomenon was reflex polyuria 
on the affected side. This sign was extremely 
important in diagnosis. It might be the only sign 
incriminating the kidney and the speaker described 
cases to illustrate this. Out of 20 undoubted cases of 
ureteric calculi with no renal stones diuresis, with 
diminished specific gravity of the specimen taken by 
ureteric catheter, was present on the affected side in 
70 per cent. The explanation of both anuria and 
diuresis was afforded by a study of the vasoconstrictor 
and vasodilator nerves to the kidney. The stimulus 
of a calculus might cause vasoconstriction and reduc- 
tion of secretion of urine on that side, or vasodilatation 
with increased blood flow and diuresis. 

Pain was often due to distention of the renal pelvis, 
and the pain due to passage or arrest of a ureteric 
calculus could not be distinguished from that due to 
a renal calculus lodged in the pelvis of the kidney. 
A precisely similar calculus might give rise merely to 
discomfort in one patient while in another there might 
be the severest pain. The site of pain was extremely 
variable. In one patient it was in the knee, in another 
it radiated from the lumbar region to the shoulder 
and head. Pain in the iliac fossa was common and 
surgeons should be careful not to mistake ureteric 
calculus for chronic appendicitis. Frequency of mictu- 
rition was not necessarily present. Hzematuria might 
be the first symptom and in rare cases the only symptom 
of calculus, but might for atime be absent. In taking 
a specimen for examination it was important not to 
use a catheter, for any instrument might draw micro- 
scopical blood. In the clinical examination of the 
patient great care must be taken to exclude other 
abdominal conditions. A stone in the lower end of 
the urethra could frequently be felt through the 
rectal or vaginal wall. The speaker then discussed 
X ray diagnosis, and finally described the cystoscopic 
appearances. Changes at the ureteric orifice were 
present in 20 out of 50 cases and sometimes the 
calculus itself could be seen. 


Dr. E. B. C. Mayrs (Belfast) gave the results of 
analyses of urine obtained by catheterisation of the 
ureters in 50 cases. Such an analysis seldom failed 
to distinguish between the normal and the affected 
kidney. Urines collected from the two kidneys were 
not always identical in volume and composition, but 
in normal kidneys the differences were small and 
were due to irritation from the catheters. Unilateral 
diuresis of reflex origin could be produced without 
injury to the kidney. The most important problem 
was to distinguish reflex diuresis from loss of con- 
centrating power due to insufficiency of kidney 
epithelium. In diuresis the urine became more like 
blood plasma for the kidney had less time to produce 
alterations in’ the glomerular filtrate. But the 
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concentration of various substances was not equally 
lowered ; chlorides were least affected and urea was 
less affected than phosphate or creatinine. In the 
fall of concentration due to renal failure there was 
diminished chloride excretion, the concentration of 
chloride falling below that in blood plasma. Defective 
excretion of urea was not always recognised unless 
special tests were used, but it was easy to do this. 

Dr. HuegH H. Youna (Baltimore) spoke of the 
services rendered by Colonel Fullerton to members 
of the American Medical Corps during the war. He 
agreed that much that was in text-books concerning 
urology should be rewritten. The discovery of reflex 
diuresis by Prof. Fullerton was very important. 
Dr. Mayrs’s work was new and of great interest. He 
endorsed the remarks which had been made on the 
subject of pain. He himself had seen a number of 
cases in which pain was absent. In one of these, seen 
with Sir Wm. Osler, a calculus the size and shape of a 
cigar was found in the ureter. 

Mr. KENNETH WALKER (London) emphasised the 
value of the wax-tipped bougie in cases where X rays 
did not reveal the calculus. 

Mr. Swirt Jorty (London) spoke of cases of silent 
stone in which the only symptom was pyuria. 
Symptomless pyuria was due to stone. X rays 
afforded the best means of diagnosis at the present 
time. 

Mr. J. B. MACALPINE (Manckester) showed two 
lantern slides of a stone which, although not visible 
at first with X rays, was located with a catheterisation 
pyelogram. 


SECTION OF OBSTETRICS AND GYNECOLOGY. 
THE DIAGNOSIS AND TREATMENT OF STERILITY. 


Dr. ARTHUR E. GILEs (London) opened the discus- 
sion from the point of view of the general practitioner. 
The correct diagnosis, he said, depended upon a 
thorough and systematic investigation of the anato- 
mical and physiological features affecting the transit 
of spermatozoa from the vagina to the Fallopian 
tube, the fertilisation of the ovum, and the transit 
of the fertilised ovum from ovary to uterus. Sexual 
maturity was indicated by general appearance and 
the development of the breasts and pubic hair. The 
vagina and uterus must be normal, and the tubes 
and ovaries not obviously abnormal, and there must 
be a history of regular and normal menstruation. If 
coitus were accompanied by normal desire and sensation 
it might be assumed that the ovaries were sufficiently 
developed and the endocrine function normal. Inter- 
course might have been impossible through want of 
virility in the man, but there were several possible 
reasons why it might be too painful for the woman. 
These included actual obstruction due to absence 
of the vagina or imperforate hymen; anatomical 
stenosis or functional spasm of the vagina (vaginismus); 
sores, abrasions, or vulvo-vaginitis. In tubo-ovarian 
inflammation or ovarian prolapse pain might be the 
result of deep pressure. The os externum, to receive 
the spermatozoa, must be duly patent. Complete 
occlusion was rare, but wide dilatation was not 
essential. Nevertheless conception often took place 
even when no opening was apparent, and a good 
aphorism was: ‘* Do not say that a woman cannot 
become pregnant until you have youself removed her 
uterus and ovaries, and even then it is wiser to say 
it is improbable.’’ Marked retroversion and acute 
anteflexion turned the cervix unduly forward, and 
during intercourse the external os was virtually shut 
off from contact with the semen by being pressed 
against the anterior vaginal wall. Dilatation and 
rectification of the position of the cervix was often 
quickly followed by conception. The vaginal discharge 
might be strongly acid, and if not adequately neutra- 
lised by the cervical secretion might enfeeble or kill 
the spermatozoa. The only certain way of determin- 
ing whether live spermatozoa were entering the cervical 
canal was microscopical examination of its contents 
two hours after intercourse. 





— 


The healthiness of the uterus was indicated by the 
clarity of the drop of mucus from the external os ; 
a muco-purulent appearance suggested endometritis, 
which if serious might destroy sperm-cells. Even a 
mild salpingitis might seal up the tubal opening into 
the uterus; this could be detected by insufflation. 
There were no means of telling whether healthy ova 
were maturing and being received into the tubes, 
nor adequate knowledge of the conditions governing 
ectopic pregnancy and failure of an ovum to develop 
after the stage of nidation. Endometritis might 
allow impregnation, but forbid healthy placentation. 


Treatment. 

It was important to recognise the conditions in 
which sterility was incurable, so that the husband 
and wife might accept the fact and avoid constant 
alternation of hope and disappointment. Undersized 
uterus was not necessarily a bar; its growth was 
delayed rather than arrested, and the stimulus of 
marriage might be the best treatment. Thyroid might 
be given by the mouth, but ovarian substance must 
be injected, as it was destroyed in the stomach. 
Pronounced obesity should be reduced by diminishing 
intake. <A rigid hymen should be excised ; dilatation 
under an anesthetic might remedy vaginal stenosis 
or vaginismus, and causes of pain should be abolished. 
If the husband had healthy spermatozoa, but could 
not introduce them, artificial insemination might be 
attempted. In dilating an unduly contracted os 
incisions should be avoided. ‘‘ Nil nocere’’ was a 
good maxim. The remedy for marked anteflexion 
of the cervix was moderate dilatation with con- 
comitant straightening of the uterus; the patient 
went to bed for 10 or 12 days with a glass intra-uterine 
stem pessary in place. Retroversion or retroflexion 
should be corrected so that the cervix was in a normal 
position during intercourse. If displacement returned, 
a Hodge pessary was a possible temporary measure, 
but it should not be worn for long, and operation was 
advised for persistent displacement. Noxious dis- 
charge was due to adenomatous disease of the vaginal 
aspect of the cervix or to endometritis, especially of 
the cervical type; the former should be treated by 
suitable applications, the latter by curetting, which 
should be performed thoroughly but gently. In 


swabbing the uterus afterwards strong reagents 
should be avoided. Tubal obstruction called for 
surgery. Endocrine inadequacy might now _ be 


detected by the chemical pathologist. 

Dr. SIDNEY FORSDIKE reported that the semen 
had been defective in 46 out of 164 men whose wives 
had complained of sterility. 


Insufflation. 

Exploration of the uterus by dilatation of the 
cervical canal should only be undertaken if the tubes 
were known to be normal. It gave no information 
in the absence of symptoms and signs, but sometimes 
succeeded as a therapeutic measure. Inflation of 
the uterus and tubes, as introduced by Rubin in 
1919, had become a diagnostic measure of the first 
importance, but was counterindicated by any signs 
of infection in the pelvis. Anesthesia was only 
necessary when instruments could not be passed 
through the os. He used a pressure of up to 500 mm. 
on conscious patients if they did not complain, for 
if no air passed at that pressure the tubes were 
definitely closed. The same pressure was admissible 
under anesthetic with the abdomen open so that 
it was possible to see what was happening, but he 
did not apply more than 200 mm. when the safeguard 
of tension pain was absent. Tubes might be tem- 
porarily blocked by kinking. It was all-important 
to decide upon the site of obstruction before under- 
taking any operation, for plastic operations upon the 
narrow part of the tube were not justified, but cases 
of closure of the fimbriated end offered some prospect 
of success. The most favourable were those in which 


the fimbriz could be saved. The ovary should be 
freed and loosely fixed in the mouth of the new 
ostium. 
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Another valuable method was X ray examination 
with lipiodol, which was injected until the patient 
complained of tension pain. 

Small ovarian cysts might prevent ova from ripening 
by pressure and distortion, and a limited peritonitis 
might veil off the ovary from the peritoneal cavity. 
Persistent corpus luteum, which was known to 
prevent cestrus and pregnancy in cattle, might have 
the same effect in women. ‘* Incompatibility,’ or 
‘* selective sterility,’’ was the name of the condition 
in which a presumably normal couple failed to pro- 
create ; most cases would not bear critical examina- 
tion. Dr. Forsdike believed that they were really 
“‘combined relative sterility,’’ both partners having 
low fertilising power. 


Sterility in the Male. 

Mr. KENNETH WALKER’S paper dealt with sterility 
in the husband, which various observers had found 
in differing degree in more than half the childless 
marriages they had investigated. Of 57 husbands 
referred to him by gynecologists, he had found 25 
normal, 18 with azodspermia, and 14 with impaired 
fertility. Oligospermia might be due to the condom 
or to recent coitus ; oligozoéspermia should only be 
diagnosed if indicated by every specimen examined, 
and oligonecrozoéspermia usually meant an inflam- 
matory focus in the genital tract, probably in the 
vesicles. Venereal disease was responsible for most 
male sterility, but a comparatively mild infection of 
the tubules by other organisms might impair the 
spermatogenic function of the testicle, which was 
much more delicate than the internal secretion. 
Kyrle, who had studied a thousand testicles, stated 
that a normal testicle was hardly ever seen in a man 
dead of acute infective disease. Alcohol and similar 
poisons, endocrine disturbances, heat, diet, and local 
conditions might be responsible. 

Artificial insemination was successful in veterinary 
but disappointing in medical practice, and the reason 
was probably that in the former it was always per- 
formed after natural coitus. The secretions from the 
genital passages were probably essential to fertility. 

Removal of obstruction or of infections, the improve- 
ment of the general health and the administration 
of gland substance, preferably anterior lobe pituitary 
extract, were the chief remedial measures. Little 
or nothing was known of the physiology of reproduc- 
tion or the function of the secondary glands of sex, 
and only by combined research could the knowledge 
be obtained which was indispensable to the scientific 
treatment of sterility. 

Discussion. 

Prof. H. BeckwiTH WHITEHOUSE (Birmingham) 
stated that pregnancy had occurred in two cases in 
which he had excised the isthmic end of the tube 
and inserted the stump into the uterine cavity. 
Lipiodol prevented the adhesions so common in 
salpingotomy. He did not think the stress that 
Mr. Forsdike had laid on saving the fimbrie was 
justifiable ; as long as the lamina were intact preg- 
nancy was possible. A promising method of artificial 
insemination was to paint the endometrium with the 
secretion of the cervical canal just after intercourse. 

Prof. R. VAUDESCAL (Paris) warmly commended 
lipiodol as safe for the general practitioner. Pregnancy 
could sometimes be obtained when the tube was 
destroyed by grafting the ovary into the wall of the 
womb. 

Dr. MARGARET BASDEN (London) remarked on the 
frequency of blocked tubes. She always used an 
anzesthetic for insufflation to eliminate tubal spasm. 
Corpus luteum had corrected amenorrhcea and 
sterility in obese patients when given in 5-gr. doses 
three times a day. 

Dr. R. C. Buist (Dundee) summed up the treat- 
ment of the idle and sterile in the advice, ‘‘ Live on a 
shilling a day and earn it.’’ Much vaginismus could 
be avoided by antemarital education; a wife who 
was hurt in her first coitus might pass the rest of her 
life in terror of it and remain childless. 





Mr. E. FARQUHAR MURRAY (Newcastle-upon-Tyne) 
said that he had been struck by the frequency— 
nearly 50 per cent.—of mild vaginal and uterine 
infections. Tubes sometimes appeared blocked on 
one test and open on another taken six months later. 
Of six patients he had opened for blocked tube, five 
had shown definite signs of miliary tubercle, and he 
would never hesitate to perform an investigatory 
operation on a patient with a blocked tube and a 
tuberculous history. 

Dr. F. EpGE (Birmingham) recounted the method 
employed by the late Prof. Taylor, who had penetrated 
the ovary with a cautery, split it, and stitched it up 
again, to provide a normal exit for the ovum. It 
was advisable in all operations for sterility to tell the 
house surgeon and nurses what was being done, to 
avoid trouble from the patient later on. 

Dr. MORTKANE (New Zealand) held that one test for 
blocked tube was not sufficient. 

Dr. GRAY WARD (New York) spoke of the good 
results of X ray stimulation of the ovarian function 
recently obtained by Dr. Rubin. The method was 
widely used in America. Not more than three 
treatments were given, at intervals of a week or a 
fortnight. 

The CHAIRMAN hailed insufflation as the most 
important gynecological discovery of recent years. 
Its inventor had enjoined repetition when a negative 
result was obtained. As an alternative to lipiodol 
barium powder had been used for photographing the 
pelvis. No operation should be undertaken without 
investigation by one of these methods. Dr. Rubin 
had suggested that insufflation might remedy sterility 
by displacing a plug of inspissated mucus. 

Dr. GILEs, Dr. FoRSDIKE, and Mr. WALKER replied. 

Prof. VAUDESCAL then read a paper on 

MYOMECTOMY DURING PREGNANCY. 

This operation, he said, was to be avoided when 
possible. The indications were (1) diagnosis of a 
large fibroid before the third month; operation at 
this time averted later complications ; (2) unmistak- 
able signs of necrobiosis ; (3) distortion of the uterus 
likely to cause miscarriage ; (4) torsion of the pedicle 
of the tumour, which caused severe and lasting pain ; 
(5) pressure on neighbouring organs. In operation 
general anesthesia was preferable to spinal because 
it suppressed uterine contraction. The tumour was 
decapsulated by a single incision over its summit, 
and all bleeding carefully stopped. When the fibroid 
was between the layers of the broad ligament, it 
must be approached by the transligamentous route. 
No drainage was provided, and one-sixth of a grain 
of morphine was given every six hours or less during 
the three days after the operation. Out of eight 
myomectomies the child had been saved in seven. 
Out of 21 cases of myoma, however, hysterectomy 
had been obligatory in 13, and so operative interference 
should be postponed as long as possible. 

Mr. L. C. Rivetrr (London) recognised only one 
indication besides necrobiosis—excessive size. 

Dr. Gites, Mr. FARQUHAR MurRRAY, Prof. WHITE- 
HOUSE, and Mr. TENISON COLLINs also took part in 
the discussion. 


ACUTE CONDITIONS IN THE PELVIs. 

Prof. W. W. CHIPMAN (Montreal) quoted Mr. 
Victor Bonney’s saying that the propinquity of the 
anus to the genital tract was a great defect in human 
development. He added that, as far as he know, 
there was at present no remedy, but that this fact, 
together with venereal disease, explained the liability 
of the pelvis to acute infections. Moreover, the 
pelvic cavity was the largest lymphatic space in the 
body and had a corresponding absorptive power, so 
that infection was always serious. It was a sort 
of Valhalla for organisms, providing warmth, moisture, 
and food. The ‘‘ emergency abdomen ’’ was always 
a@ grave emergency ; an abdomen once opened was 
never the same abdomen, and the decision whether 
or not to open it was no light one. He objected 
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strongly to the term “ giving the patient the benefit 
of an exploratory operation.’’ The surgeon might 
benefit ; the patient was very often merely con- 
demned to an added injury. ‘‘ Open and 
was foolish and might be criminal. 

For the gynecologist the most common abdominal 
emergencies were haemorrhage, infection, and throm- 
bosis or strangulation. These required most careful 
differentiation. The two guiding principles were : 
(1) to make a meticulous inquiry into the history 
of the onset—this was often more valuable even 
than examination, and (2) to pass a catheter and 
examine the resulting urine. The chief symptom 
was pain. Pain was not always a liar, as Roche- 
foucauld had said, but the abdomen should never 
be opened for pain alone. By far the most important 
sign, qualitative and quantitative, was the abdominal 
facies, which never lied. In peritonitis it was anguished 
and apprehensive ; in hemorrhage it was pallid and 
waxy, and the muco-cutaneous line of the lip stood 
out with undue prominence. The ashen face of 
shock and the cyanotic face of severe toxemia were 
also distinctive. It was important to note the 
patient’s attitude. If the lesion were intraperitoneal, 
she lay on her back with the knees flexed, and any 
movement was a torture. If she could move readily 
and turn on her side, there was no grave abdominal 
lesion. 

Hamorrhage.—The commonest site of this was a 
ruptured tube, but it might also occur from a ruptured 
Graafian follicle, or from the rupture of a uterus in 
labour, or from perforation by a sound or curette. The 
history was all-important, and in ectopic pregnancy 
might be lacking altogether. The usual time for 
rupture from this common cause was between the 
seventh and twelfth weeks, and the most dangerous 
situations were the isthmus and cornua. The picture 
of the cataclsymic case was a rapid pulse, subnormal 
temperature, and air hunger; the abdomen was 
frequently tender and sometimes tympanitic. The 


” 


see 


clot could sometimes be palpated in the pouch of 


Douglas. The abdomen should be opened, a trans- 
fusion given, and the tube removed. A case four 
or five days old gave the picture of widespread 
peritonitis and bowel obstruction. In a _ so-called 
** chronic ”’ case there was a rapidly growing mass on 
one side or other of the uterus; decidual casts 
facilitated diagnosis. A leucocyte count of 20,000 
pointed to hemorrhage rather than inflammation. 
An exploratory colpotomy did little damage and was 
useful ; if dark blood were found, the abdomen should 
be opened at once. 

Acute Infections.—The distinction between appen- 
dicitis and a tubal inflammation was all-important. 
for, while an infected appendix should be removed at 
once, it was a surgical disaster to open the abdomen 
for acute salpingitis. Prof. Chipman detailed the 
signs and symptoms on which a differential diagnosis 
should be founded. When in doubt, he said, watch 
and wait, hour by hour. 

Thrombosis or Strangulation.—Patients were fre- 
quently aware of the presence of the neoplasm, 
which was usually an ovarian cyst or a fibromyoma. 
Pain was severe and colic-like but short in duration. 
If the condition were severe or examination delayed, 
the signs of peritonitis, due to infection from the 
colon, might be superadded. 

In suspected bowel obstruction the hernial orifices 
should be examined. Intussusception was usually 
confined to the young and adolescent.  Tliocecal 
tumour led to a discharge of blood from the bowel ; 
left-sided lesions might be palpated, and their 
symptoms were intermittent colic, altered bowel 
pattern, constipation, and sometimes vomiting from 
antiperistalsis. Diverticulitis of the lower colon 
was a lesion of old age and caused diarrhcea and 
fever. Stone in the ureter or renal pelvis was a 
common cause of the surgical violation of the abdomen. 
In conclusion, said Prof. Chipman, the function of 
the good surgeon should be to diminish surgery. 


Dr. EvVERARD WriLuiAMs (London) divided acute 
pelvic lesions into those accompanied by fever and 


shock respectively. Of the former, pyosalpinx or 
salpingitis might be suspected when a_ bilateral 
tumour or marked uterine tenderness occurred in a 
woman of child-bearing age. Operation should be 
delayed until the inflammatory process had become 
well established, as it was almost certainly a localising 
mechanism and not to be interfered with until it 
had obviously failed in its purpose. Acute pneumo- 
coccal peritonitis might simulate salpingitis, and its 
earliest symptoms might be referred to the pelvis. 
Signs on the right side alone made it necessary to 
distinguish between appendicitis and salpingitis. The 
latter was the last stage in a morbid process, evidence 
of which was usually to be found in the lower part 
of the tract. Left-sided symptoms, suggesting a tubal 
lesion, might be due to diverticulitis. X rays were 
of considerable aid in differential diagnosis, which 
was often complicated by cedema and hyperplasia. 

The commonest lesion to be accompanied by 
shock was ectopic pregnancy. Few of the recent 
diagnostic aids were of much value; the phloridzin 
test indicated pregnancy only and the ‘ shoulder 
pain ’’ test gave positive results in other conditions. 
The diagnosis from torsion of the pedicle of an ovarian 
cyst was difficult. Other acute abdominal conditions 
‘ausing shock were acute hemorrhagic pancreatitis, 
volvulus of the small intestine during early pregnancy, 
and acute appendicitis. The importance of the early 
symptoms was exaggerated. The more urgent the 
symptoms of internal strangulation, the less likely 
was the lesion to be a strangulated cyst alone ; some 
other condition was probably present. The two 
rules to follow were thorough examination of the 
whole abdomen and pelvis and, if the abdomen were 
opened, a thorough exploration of all the organs 
that might be diseased. The practice of removing 
the appendix through a ‘‘ button-hole”’ incision 
was a bad one, as it allowed for no examination of 
the other organs. 

Discussion. 

Mr. L. C. Rivett said that coliform infections were 
in his experience rare, and that the genital tract 
probably had a high degree of resistance to bowel 
organisms. Colpotomy entailed a great risk of 
infection of the blood mass. Like his colleagues, 
Mr. V. Bonney and Mr. A. Bourne, he was in favour 
of early operation on the tube. To wait until it 
became chronic lengthened the illness, and tubes 
were left alone, because of apparent subsidence, for 
years. They then presented one of the most formid- 
able operations in gynecology. Surely the tube was 
causing the peritonitis, not protecting from it ? 
He believed, however, in leaving an acute ovarian 
cyst for a time. 

Prof. J. HENDRY pronounced strongly in favour 
of leaving tubal infections alone for weeks or even 
months; this made a much easier and more satis- 
factory operation and allowed the patient to benefit 
by her own healing power. <A valuable aid in deter- 
mining the time of operation was the _ blood 
sedimentation rate ; until this had absolutely returned 
to normal he did not like to operate. He himself 
treated ovarian cyst conservatively, giving complete 
rest and morphia for 24 to 48 hours. The patient 
was then much better able to tolerate operation. If 
left too long, however, torsion and multiple adhesions 
developed and the result to the patient was grave 
and unnecessary illness. The symptoms might pass 
as colic for months. 

Dr. Gray WARD (New York) voiced the strong 
American opinion against operation in acute salpingitis. 
The appendix could be dispensed with: the loss of 
the tubes meant sterility. Moreover, to wait gave 
the patient a better chance of surviving the operation 
if there had to be one. If it were to become the 
fashion to wear the tubes and ovaries outside, like 
the male genitalia, general surgeons would be less 
ready to operate radically. 

Dr. A. GILES agreed with Dr. Williams in con- 
demning the button-hole incision. His experience 





of tubal infection had been that the operative risk 
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“~was much less if the acute phase was allowed to 
settle down a little. A tube, unlike an appendix, 
hardly ever perforated. On the other hand, a cyst 
with twisted pedicle called for immediate operation 
to prevent necrosis of the tumour, adhesion to the 
bowel, and peritonitis. 


Prof. CHIPMAN, replying, deplored the number of 
patients who came with retroversion or prolapse that 
might have been detected and put right at a recent 
appendix operation if the general surgeon had 
thought to explore the pelvis as well. He encouraged 
Mr. Williams to give a fair trial to the operation on 
the acute tube, but said that his own experience of 
it had been decidedly unfavourable. 


RADIUM THERAPY IN CARCINOMA OF THE CERVIX 
UTERI. 

Dr. GRAY WARD read a paper with this title in which 
he outlined the results obtained at the Women’s 
Hospital in New York during the past ten years. 
To assess the value of radium it was necessary to 
compare its results in operable cases. There were 
only a few extending back over five years, and his 
object was to fill this gap. He referred to the recently 
published statistics of Dr. Janet Lane-Claypon and 
Dr. Heyman, and compared them with his own. His 
hospital possessed only 280 mg. of radium salt, which 
was applied in rubber-sheathed platinum tubes in 
doses of 2200-4200 mg.-hours, but massive doses had 
proved elsewhere to give no better results. No high 
voltages nor X rays were used except to produce 
lymphatic block, where neighbouring viscera would 
not be damaged. An essential part of the treatment 
was close and individual supervision of every patient, 
and monthly observation for the rest of her life; 
this, by detecting recrudescence long before the 
patient was aware of it, was largely responsible for 
his hospital’s results. Thirty per cent. of the patients 
had had more than one application, and many had had 
three or more. Subsequent doses were based on the 
initial reaction. Radium tubes were anchored by 
sutures at intervals not closer than 2 centimetres, 
and short needles were preferred to long. A self- 
retaining catheter was inserted at the same time as 
the radium. To combat sepsis during the sloughing 
stage, when toxins were being absorbed, blood trans- 
fusion was a valuable adjuvant. 500 c.cm. were 
given before dosage whenever possible. Daily douches 
were given to stimulate sloughing. 

It was rarely possible to predict the course from 
the type of cell, as various kinds were usually present 
in different parts of the same growth. 


Results. 

The group numbered 134, treated between 1919 
and the first five months of 1923, and the figures had 
been audited by professional statisticians. All cases 
were of carcinoma originating in the cervix, and none 
had been treated elsewhere. Of this number 126 
had been traced, and 31 were still alive, a percentage 
of 24-6. Of Classes 1 and 2, where the growth was 
limited to the cervix, 17 were living out of 32 treated 
and 30 traced: 56-7 per cent. Heyman’s figures 
had given 18 per cent. of successes from radical 
operation and 16-3 per cent. from radiological treat- 
ment; at his own clinic that author had returned 
23:1 per cent., and the successes at the Radium- 
hemmet had been 22-4 per cent. Against this, 
however, had to be set a 17-2 per cent. primary 
mortality with surgery, against less than 2 per cent. 
with radium. The really vital comparison, of course, 
was in the “‘operable”’ group. Taking Heyman’s 
figures operation had given 35-6 per cent. and 
radiology 34-9 per cent. At the Women’s Hospital 
Clinic the successes in operable cases had numbered 
53-1 per cent. 

The stabilisation of therapy was hindered by a 
lack of standardisation in statistics. Dr. Ward 
advocated the recognition of two classes only, early 
and advanced, and that no results of less than five 
years’ standing should be accepted, but approved of 





bility and primary mortality rates should, he said, 
always be given. 
Mr. FARQUHAR MuvurRRAY (Newcastle-on-Tyne) 
delivered a paper on the same subject, describing 
observations based upon over 200 cases treated with 
radium since January, 1926, and a series of 130 radical 
Wertheim operations. His supply of radium had 
been limited to 100 mg. in hospital and 200 mg. 
of the salt in private practice. All cases were 
subjected to a thorough examination under anzs- 
thetic. 100 mg. were applied for 24 hours to 
the os, or cavity if one existed. The patient then 
rested for 14 days. Operation was of doubtful 
value when there were glandular deposits. Opera- 
bility should be based on the local condition as 
assessed by the possibilities of a radical operation, 
and should not take into account the age or general 
condition of the patient. The term meant that the 
growth was limited to the cervix or only involved the 
vagina to a limited extent, and that there was only 
a slight infiltration into the cellular tissue. 

Twenty operable cases had been treated by radium 
before January of the current year. Two had not 
been traced, three had improved, three were stationary, 
and 12 were worse or had died. Mr. Murray did not 
use radium before operation, as it seemed to make 
the local condition worse and the operation area 
more vascular. It. should be used if the ulcer were 
spreading on to the vagina, and there were some 
infiltration. The results had appeared to be 
unfavourable to radium, but this was because it 
had raised the standard of operability. It seemed, 
however, to increase operative risk. It undoubtedly 
improved the local condition in inoperable cases. 
Of 23 inoperable cases treated in 1926 four were 
alive, but three of these were going downhill. In 
1920, —however, radium had so improved five cases 
considered inoperable that the radical operation 
had been performed ; two were alive and well with 
no evidence of recurrence. In his experience, 
radium was invaluable and produced results little 
short of miraculous in certain cases. It was particu- 
larly useful in elderly women, in whom the malignant 
cells were peculiarly susceptible to its action. It 
had also given very encouraging results in 55 cases of 
menorrhagia. 

In conclusion, radium was practically as certain 
as hysterectomy, and was especially indicated in 
disease of the heart, lungs, and kidneys, where long 
anzsthetics must be avoided, and in all nervous 
and elderly patients. It was not to be a routine 
measure for cases complicated by fibroids. 


Discussion. 

Dr. MABEL RAMSAY (Plymouth) urged the advan- 
tages of radium therapy in avoiding operative shock 
and scar contraction, and in being within the capacity 
of any surgeon of ordinary ability. The Medical 
Research Council had given radium to three women’s 
hospitals, and the general feeling was that all cases 
of cervical cancer should be taken to one of these. 


Dr. MARGARET BASDEN (London) testified to the 
wonderful results in early disease obtained in the 
hospitals mentioned. She preferred the Wertheim 
operation, however, in operable cases, especially 
where glands were involved. She did not approve 
of radium for non-malignant menorrhagia, fearing 
its effect on the ovaries, especially of younger women. 


Major P. FLEMING Gow (Calcutta) mentioned a 
diagnostic method he had learned in Vienna. The 
suspected area was painted with glucose iodine; 
any malignant tissue, even though not clinically 
recognisable, remained white. This was because the 
eancer cells contained no glycogen and therefore 
could not fix the iodine. In Vienna he had seen 
several cases cured by operation with an after-effect 
of chronic cystitis. He asked whether this occurred 
with radium. 

Dr. W. T. HAL (Newcastle-upon-Tyne), speaking 
to general practitioners far from radium, extolled 





the four classes of Dr. Schmidt, of Chicago. Opera- 
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in inoperable cancer and recommended frequent 
douching to protect the surrounding skin. Rest im 
bed was important, but not for too long, as it was: 
far better for the patient’s psychic health to be up 
at her ordinary work. 

Prof. J. HENDRY (Glasgow) recalled a suggestion 
of Dr. Archibald Leitch that many supposedly 
malignant glands were really enlarged from ordinary 
septic absorption. This might account for much 
of the rapid improvement under radium. 

Dr. GILES agreed that the importance of the 
involvement of the higher abdominal glands was much 
exaggerated. The trouble that mostly occurred 
after radical operation was low down at the scar. 
A method that had given good results in the old days 
was to scrape away as much of the growth as possible 
with a vigorous curettage, and then to pack the 
cavity with gauze soaked in a saturated solution of 
zine chloride. The vagina was protected by being 
filled with carbonate of soda. his prolonged life 
in comfort for perhaps three years, and freed the 
patient from the constant irritation of septic discharge. 

The Chairman, Prof. W. FLETCHER SHAW (Man- 
chester), admitted that he was an ardent operator, 
but had come to a stage of doubt. Anyone with any 
humanity who had seen these women in the long- 
drawn-out convalescent stage would never operate 
if he thought he could get anything like such good 
results with radium. The trouble was that the results 
in England did not approach those of Sweden and 
America. He Qoabted, also, whether the policy in 
this country of leaving radium entirely in the hands 
of the radiologists had been right, and thought that, 
if English gynecologists treated their own patients 
with radium as their colleagues did abroad, their 
results would soon be equally good. Those obtained 
by the Medical Women’s Federation had given great 
promise. Though he did not yet feel justified in 
saying that he would not operate on every early case, 
he hoped that in the future every early case would 
be treated with radium. 


Dr. WARD, replying, said that he would not take 
out a uterus as a precautionary after-measure if 
the patient was perfectly well; that most glandular 
enlargement in early cases was non-malignant, and 
that in America a campaign was on foot to get every 
woman past 40 to come for systematic examination. 

. Dr. Murray, replying, said that at least half the 
glandular enlargements were malignant, and suggested 
that some underwent natural cure. He was opposed 
to applying radium to the uterus of a-young woman 
unless hysterectomy was the only alternative. 





DONATIONS AND BEQUESTS.—Among other bequests 
Sir George A. Wills, of Bristol, left £1000 each to the Bristol 
Eye Hospital, the Bristol Royal Hospital for Sick Children 
and Women, and the Bristol District Nurses’ Society. and 
£250 to the Bristol Eye Infirmary.—Mrs. Elizabeth Frances 
Acton, Torquay, left £500 each to the Torbay Hospital, 
the Aberlour Orphanage, Strathspey, and the Hostel for the 
Dying, Clapham.—Mrs. Christina Elizabeth Feeney, of the 
Moat, Berkswell, Warwick, left £1000 to the Birmingham 
Women’s Hospital and £500 each to the Birmingham General 
Hospital, Queen’s Hospital, and the Children’s Hospital, 
Birmingham.—Over £7000 will pass to charitable objects 
under the will of Mrs. Ethel Alexandra Johnson, of Allestree 
Hall, Derby. The bequests include £1000 to Derbyshire 
Royal Infirmary, and £500 each to the Derbyshire Hospital 
for Sick Children, Nightingale Nursing Home, Derby, and 
Queen Victoria Memorial Home of Rest, Derby.—Mr. 
Thomas Leigh Parry, Liverpool, besides other bequests. left 
£1000 to the Royal Infirmary, Liverpool, for the endowment 
of a bed in memory of his late brothers, and a further £1000 
for the endowment of a bed in memory of his sister and 
himself.—Mr. Andrew MacFarland, of Pembroke, Co. 
Dublin, left £2000 each to Dr. Barnardo’s Homes and to 
the Magdalen Asylum, Lower Leeson-street, Dublin ; £1000 
to the Royal Hospital for Incurables, Donnybrook, Dublin, 
and £500 to St. Dunstan’s Hostel for Sailors and Soldiers 
Blinded in the War.—One thousand guineas is to be handed 
over for the extension fund of the Huddersfield Infirmary 
by the villagers of Denby Dale asa result of their great 
pie-making exertions.—The residuary legatees of Mr. 
John Cory have allocated the sum of £1000 to the London 





Special Articles. 


SCOTLAND. 


(FROM OUR OWN CORRESPONDENT.) 


A School Experiment. 

A SCHEME of research is to be undertaken in the 
Fifeshire schools with the aim of guiding pupils in the 
choice of suitable vocations. The experiment differs. 
in two. respects from a similar one in the City of 
London, also organised by the National Institute of 
Industrial Psychology. It is hoped to secure the 
coéperation of teachers on a more active basis than 
in London, particularly in obtaining information of 
occupational success; and whereas in London all 
schools were necessarily urban, in Fifeshire two groups 
of schools have been selected—one rural, the other 
urban—with the hope of learning by comparison 
something of the occupational problems. of the two 
types. The examination and study of individual 
children are to begin between the ages of 11 and 12, 
and to continue with periodic re-examinations until 
the termination of school life. Teachers. will be asked 
to supply all the information they can gather of the 
previous history, health, school record, and home 
circumstances of the pupils. The medical officer will 
furnish particulars of the child’s physical condition, 
with an estimate of fitness (or otherwise) for occupa- 
tions requiring certain degrees of strength, sensory 
acuteness, and the like; whilst the school records. 
and tests by investigators will indicate mental 
capacity as well as qualities of temperament and 
character. Out-of-school activities will come within 
the scope of the inquiry, and note will be taken of the 
pupil’s hobbies, oceupations, ambitions, and oppor- 
tunities. Some time prior to the pupil leaving school, 
when the data have been summed up and considered, 
advice will be given, in consultation with teachers, 
parents, and child, as to the selection of a suitable 
vocation. The Carnegie Trustees are assisting the 
education authority with financial support. 


Occupational Therapy. 

The report of the General Board of Control sets out 
how the practice of occupational therapy is being 
steadily extended in the Scottish mental hospitals. 
The benefits to the patients have been a matter of 
frequent comment, and it only required the exhibition 
of work from all the institutions which recently took 
place at Bangour to demonstrate into what varied 
and useful channels it is possible to direct the energies 
of patients who before the introduction of occupational 
therapy were apparently unable to do anything of a. 
useful nature, and whose habits were destructive and 
costly. Many guardians have now set apart a room 
in which boarded-out patients can sit during the long 
winter evenings. ‘ These long, dark winter evenings,’ 
Dr. H. Ferguson Watson says, ‘“‘ are taken up with 
such amusements as solving cross-word puzzles, 
playing games at chess, draughts, dominoes, and 
carpet bowls, listening to much varied music, lectures, 
and sermons on the wireless set, and to the gramo- 
phone. Some of the patients are accomplished 
musicians themselves, and entertain their companions 
with selections on violin, piano, melodeon, concertina, 
mouth organ, and even a tin whistle. Indeed, some 
are so expert that their services are in much demand for 
local gatherings.”’ A proportion of guardians take 
their patients to the theatre, to concerts, and to 
lectures, while in all cases where the mental condition 
will permit the patient is allowed to attend divine 
service 

Observation Mental Wards. 

Another subject dealt with by the Board of 
Control in their report is, as you have noted already, 
the successful operation of the observation wards. 
established by the parish councils. These have 


partially served the purposes of the dispensaries and 





Lock Hospital. 





clinics well known in Franee, Belgium, and the United 
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States. These wards are conducted on hospital lines, 
and their beneficial effect may be seen from the fact 
that no fewer than 1240 patients passed through them 
at Stobhill and Duke-street during one year, and of 
these 788 returned to their homes without the 
necessity for certification. In the foreign clinics the 
advantages are even greater, inasmuch as patients 
requiring advice do not become “ paupers”’ in the 
process, while mild cases of nervous and mental 
breakdown seek skilled advice more freely and receive 
the special treatment, which, owing to its cost, can be 
adequately provided only by public authorities. For 
such patients there is no public provision here beyond 
the observation wards, the majority being unable to 
afford the expense of private nursing homes. Early 
stages of functional nervous and mental disorder are 
left uncared for or treated in such a desultory manner 
that in the long run the majority seek admission as 
voluntary boarders or are certified to asylums. In 
Scotland the extension of the General Board’s powers 
so as to include all matters relating to mental health 
should present no great difficulty. This was the 
course recommended by the Royal Commission last 
year. If the £115,000 granted annually to improve 
the care of the lunatic could be allotted at the dis- 
cretion of the Board to assist all mentally defective 
persons other than those provided for as mental 
defectives, no matter what their circumstances or 
station in life, the objects of the Board would be 
better furthered. 





BERLIN. 


(FROM OUR OWN CORRESPONDENT.) 





Professional Seerecy. 

THE annual meeting of the Aerzte-vereinsbund was 
held this year at Danzig, where the most interesting 
order of the day was professional secrecy, the speakers 
including medical men and criminologists. Dr. 
Vollmann, the editor of the Bund’s journal, pointed 
out that professional secrecy is no longer absolute 
since the laws on workmen’s insurance and recently 
on venereal diseases compel medical men in certain 
cases to reveal facts concerning their patients. But 
apart from those exceptions the patient has a right 
to be protected against indiscretion on the part of 
his medical attendant as well as of assistants, nurses, 
and students. Dr. Ebermayer, ex-Public Prosecutor 
at the High Court of Leipzig, said that the provisions 
of the criminal law which make a medical man liable 
to punishment if he violates professional secrecy 
concern qualified men only. A patient consulting a 
non-qualified person should be aware that neither 
can he rely on his professional secrecy nor can he 
prosecute him should he reveal facts concerning his 
illness. In the new Criminal Billshortly to come before 
Parliament these provisions will be extended to 
include assistants, nurses, and students. It will also 
be made illegal for a medical man to confirm a rumour 
concerning one of his patients. A patient may dis- 
charge his medical attendant from the obligation of 
professional secrecy, but may at any moment revoke 
this discharge. If a patient has died the good renown 
of the deceased demands that the medical attendant 
should observe professional secrecy in the same way 
as if he were still alive. There are, however, circum- 
stances, legal and social, where these professional rules 
may be infringed. According to recent legislation 
taxing authorities are authorised to examine the 
books kept by medical men. The production of 
histories of patients written by medical men or in 
hospitals may be enforced by an order of court and in 
urgent cases by the police. The principle stands that 
professional secrecy must be kept as strictly as 
possible and infringed only when the law obliges. 
Dr. Hagemann, head of the detective department of 
the Berlin police, said it often happened that a criminal 
was injured at the commission of a crime and inquiry 
was made by the police at hospitals and from medical 
men for the names of any persons who might have 
been dressed for injuries about that time. Their 





inquiries were often, however, fruitless because 
medical men declined to answer such questions on the 
plea of professional secrecy. But there are, he said, 
overruling moral obligations. In the instance of a 
terrible murder a Berlin medical man, after having 
scrupulously considered all the circumstances, very 
reluctantly revealed the name of the criminal dressed 
by him, so that he could be arrested by the police. 
He was sure no one would blame the medical man for 
his action. The meeting ended with the passing of a 
motion to the effect that the rules of professional 
secrecy should not be remitted except for reasons of 
public welfare, that judicial orders to produce books 
kept by medical men should be prohibited, and that 
the forthcoming reform of the criminal law should 
contain provisions to that effect. 


The Socialist Party and the Medical Profession. 

The number of medical members in the recently 
elected Reichstag is only four, of whom one is a 
democrat, one a member of the Bavarian popular 
party, and two Socialists. Owing to the increased 
influence of the Socialist Party it is of interest to know 
their medical programme. It is explained by Prof. 
A. Grotjahn, who, although not belonging to the 
Reichstag, is an influential member of the party and 
occupies the chair of social hygiene at Berlin Univer- 
sity. Prof. Grotjahn demands that medical practice 
should be nationalised by an extension of the 
existing social insurance system, now limited to 
certain classes of workers, to every member of the 
population. Hospitals, dispensaries for infants, for 
tuberculous and venereal patients would form the 
nucleus of socialisation. All private institutions, such 
as sanatoria and convalescent homes, would be taken 
over. The medical profession would work in these insti- 
tutions under better conditions than hitherto. They 
would have the rights of civil servants, their work 
would be done in common, and thus more economic- 
ally; they would also enjoy the leisure hitherto 
denied to them. Pharmacies and factories producing 
chemical agents and sanitary appliances would be 
owned by the State. Prof. Grotjahn, who belongs to 
the moderate wing of the Socialist Party, believes 
these measures would have to be introduced gradually ; 
for a period the socialised and the capitalistic institu- 
tions would exist side by side. It may be pointed out 
that these principles to some extent have been put 
into practice by the sick clubs of Berlin, especially 
those the greater part of which are under Socialist 
management. They have set up dispensaries for 
nearly every kind of disease at which appointed 
medical men are working. They have fitted out those 
dispensaries with modern apparatus and with 
laboratories. They have stocked drugs the provision 
of which is not reserved by law to licensed chemists. 
When such a drug is prescribed by a medical man the 
patient is obliged to fetch it not from a pharmacy or 
a drug store, but from the drug store of the sick club. 
Prof. Grotjahn’s plan aims at extending this system 
to the whole population. 


Statistics of Suicide. 

Dr. Prinzing, of Ulm, the well-known medical 
statistician, has published a report on suicides in 
Germany and abroad. Of the German States Saxony 
has the greatest number—namely, 31:9 for each 
100,000 of the population during the period 1900 to 
1910. This figure increased from year to year, 
reaching 36-6 in 1925 and 38-1 in 1926. In Prussia 
the corresponding figures were 21 and 25-4. The 
lowest numbers were those of Bavaria and of Wurtem- 
berg. The figures of Switzerland were nearly the 
same as those of Germany. In Austria and in Hungary 
they were much higher. France had about 20 suicides 
for every 100,000, Belgium 13-14. Thelowest number 
in Northern Europe were those of the Netherlands with 
6 and of Norway with 5 suicides for every 100,000. 
In Southern Europe the number of suicides was always 
very small, but in recent years a certain increase has 
been observed in Italy and in Spain. Immediately 
after the -war suicides were more frequent among 
women than among men. 
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UNTRACEABLE 


PRACTITIONERS IN 1928. 


WE are requested by the Registrar of 
te died to the following list of medical 
ied to his inquiries as to the accuracy 


the General Medical Council 
practitioners who have not 
of their addresses. Anyone, | 


ilaawes resident, who finds his or her name included in this list should 
communicate immediately with the Registrar of the General Medical | 


Council, 


44, Hallam-street, Portland-place, London, W. 1, 


otherwise 


the name will be omitted from the next issue of the Medical Register. 
There may be some who have answered while this list is in the press. 
Those marked ‘‘S ”’ should communicate direct with the Registrar of 


the Scottish Branch Council, 12 


Atkins, Thomas E., L.A.H., 1877(1). 


Basu, Dharmadas, L.R.C.P.S., 1876(S). 

Baxter, George 8. M., L.R.C.P., 1882(1). 

Bayfield, Thomas F., L.R.C.P.S., 1916(S). 
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MEDICINE AND THE LAW. 


THe Law oF INCEST. 

On a charge of incest, brought against an uncle 
and his niece by marriage, the accused were found 
guilty in the Glasgow High Court on August 28th 
after some debate regarding the degrees of relationship 
within which marriage is illegal. Though ancient 
history contains hints that in certain royal dynasties 
the marriage of brother and sister was not unknown, 
society has placed its taboo upon in-breeding, and the 
laws of England and Scotland reflect the specific 
inhibitions of the Old Testament. A Scots Act 
of 1567 declares incest to be a high crime and offence 
(a phrase which is equivalent to a “felony” in 
English law) and defines it by allusion to Chapter 18 


of Leviticus—an early example of legislation by 


reference. When Parliament permitted a man to 
marry his deceased wife’s sister (in 1907) and his 
deceased brother’s widow (in 1921), Scots law must 
have ceased to regard these particular unions as 
criminal. In the recent case at Glasgow the uncle 
and niece, by marriage, had apparently been unaware 
that they stood within the prohibited degrees. As 
the prosecution observed, if public sentiment no 
longer sees objection to the matrimonial relationship 
of an uncle with his niece by marriage, Parliament. 
will no doubt alter the law. 

The same ignorance of the offence of incest has been 
freely noticed in England. Originally the offence 
—i.e., of sexual intercourse between persons within 
the prohibited degrees of affinity or consanguinity as 
annexed to the Book of Common Prayer—was a 
matter for the ecclesiastical courts only ; it was there 
punishable by excommunication and penance. In 
the case of criminal assault the ordinary courts 
might take note of the fact that the assault had been 
incestuous in character and might on that account 
increase the punishment within the court’s discretion ; 
but the ordinary criminal courts had no jurisdiction 
to try incest as such until it was made a misdemeanour 
in 1908. The 1908 Act, which applied to England and 
Ireland, concerned the relations of a man with his 
grand-daughter, daughter, sister, or mother. The 
natural hesitation to give publicity to the evidence 


in trials of this nature resulted in the insertion of a 
clause providing that all proceedings under the Act 
should be held in camera. But this restriction was 
found to be ill-considered, as might also probably 
be said of the restrictions regarding divorce court 
reports under the 1926 Act. Lord Darling and other 
judges recorded their experience at assizes and 
declared that the secrecy led to widespread popular 
ignorance of the law. Eventually, in 1922, the clause 
was, as respects England, repealed. Prosecutions 
are rare ; the cases, when they occur, usually seem to 
be due to inadequate housing and a drunken father. 
So far as concerns the marriage of persons within the 
degrees at present prohibited, it will be remembered 
that a Bill specially dealing with the case of uncles 
and nieces by marriage was narrowly defeated last 
session, mainly on the appeal of the veteran Arch- 
bishop of Canterbury, who was making his final 
official utterance in the House of Lords. LEcclesias- 
tical opinion is against any relaxation of existing 
limits ; what does medical opinion say ? 


The Serbices. 


ROYAL NAVAL MEDICAL SERVICE. 

Surg. Lt. R. W. Mussen to be Surg. Lt.-Comdr. 

J. G. Paley as Surg. Lt. for short service, and apptd. to 
Victory for Haslar Hospl. 

ROYAL NAVAL VOLUNTEER RESERVE. 

Surg. Sub-Lt. H. G. Ungley to be Surg. Lt. 

H. A. M. Whitby entered as Proby. Surg. Lt., and attached 
to List 2 of the London Division. 

Proby. Surg. Sub-Lt. J. M. 
R.N. HosplL, Haslar, for training. 








Ridyard to Victory, for 


ROYAL ARMY MEDICAL CORPS. 

Col. C. I. Stockwell is granted the temp. rank of Brigadier 
whilst Comdt., Sen. Offrs. Sch., India. 

Col. N. J. C. Rutherford, late R.A.M.C., is placed on half- 
pay under the provisions of Arts. 139 and 486, Royal Warrant 
for Pay and Promotion, 1926. 

Lt. “5 3 B. B. Burke, from the R.A.M.C., 
Col. N. J. C. Rutherford. 

Ma}. SK S. Wallace to be Lt.-Col., vice Lt.-Col. B. B. Burke, 
promoted. 


to be Col., vice 
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Maj. J. D. C. Swan, late R.A.M.C, T.A., to be Temp. Capt., 
and temporarily relinquishes the rank of Maj. 

The undermentioned Capts. to be Majs.: J. C. Preston 
(Prov.), B. J. Daunt, A. J. Bado (Prov.), and H. M. 
Alexander (Prov.). 

Capt. L. Game, late R.A.M.C., to be Temp. Capt., and 
temporarily relinquishes the rank of Capt. 

Lt. (on prob.) J. C. Gilroy resigns his commn. 

Capt. J. V. McNally to be Maj. (Prov.). 

‘The appt. of Lt. G. T. L. Archer is antedated to Jan. 26th, 
Le 44 but not to carry pay and allowances prior to Jan, 26th, 
1928. 

Temp. Lt. R. Willan relinquishes his commn. 


ARMY DENTAL CORPS, 
Capt. R. J. Condie to be Maj. 


ARMY RESERVE OF OFFICERS, 


Lt.-Col. A. L. Scott, having attained the age limit of 
liability to recall, ceases to belong to the Res. of Off. 


TERRITORIAL ARMY. 
General List.—Lt.-Col. P. J. Gaffikin to be Bt. Col. 
Capt. G. M. Brown, having attained the age limit, relin- 
quishes his commn. and retains his rank. 
J. B. S. Guy and H. J. Curran to be Lts. 
Col. C. I. Ellis, having attained the limit, retires and retains 
his rank with permission to wear the prescribed uniform. 





INDIAN MEDICAL 
Lt.-Col. H. Innes retires. 


SERVICE. 








Correspondence. 


“Audi alteram _Dartem. va 


THE CLASSIFICATION AND DISPOSAL 
MENTAL PATIENTS. 
To the Editor of THe LANCET. 


Sir,—In the first leading article in your issue of 
August 18th you dealt comprehensively with matters 
debated at Cardiff under the heading of the Early 
Treatment of the Psychoses and Psychoneuroses, and 
referred to some of the difficulties with which the 
subject bristles, reminding us that other powers— 
Parliament or the public—may cast our deliberations 
to the winds. It appears to me that controversy, 
medical and other, hitherto friendly, gathers about 
one main question: the classification and disposal 
of patients. Until now, for purposes of disposal, 
patients, other than the criminal, insane and mental 
deficients, have been classified as follows :— 

1. Certifiable (whether or not actually under certificates). 

2. Non-certifiable. 

3. Boarders ‘‘ desirous of voluntarily submitting to 

treatment ” (Lunacy Act, 1890, S. 229), who are individuals 
permitted to live in Licensed Houses and Registered Hos- 
pitals for periods varying from the matter of a few days 
only to a continuous number of years—e.g., 20 or more. 
Apparently they have no status; although “ submitting to 
treatment ’’ they are not described as patients, and although 
living ‘‘ en pension ’’ they are not treated as ‘ paying guests.”’ 
The designation of boarder may have been a happy inspira- 
tion arising out of the colloquial term “ border-line case.” 
It is about this ill-defined class that a considerable amount 
of abuse has clustered and out of which many of the com- 
plaints in connexion with the present system of classifica- 
tion and disposal have arisen. 
It is obvious that Classes 1 and 2 above account for 
the whole community, except the individual in 
Class 3 who has no status. The general practitioner 
is well acquainted with the medico-legal distinction 
between Classes 1 and 2, and no one has any power 
to consign the non-certifiable section of the com- 
munity to asylums. 

The new classification suggested by the Royal 
Commission (Report, Part I1I].—III., IV., V., VL., 
pp. 157-160) I understand to be as follows :— 

The voluntary certifiable patient. 

The involuntary 

The voluntary non- -certifiable Patient. 

The involuntary 
This suggested fourfold classification is but a varia- 
tion of the present one, and, like it, accounts for the 
whole community, but when it comes to the question 
of disposal the Commission makes the alarming sug- 
gestion that power should be acquired to consign all 
four of these classes, that is, the whole community, 
certifiable and non-certifiable, to mental hospitals, 
that is, asylums. And in order to render its alarming 
recommendation more workable, the Commission 
considers it advisable to create a new Order and 
adopt new procedures, whilst incidentally it seeks to 
vary the present basis or ‘“‘ definition’’ of legal 
insanity. Certification, it suggests, should rest on 
the ability of an individual A (not being a minor) to 
write a letter, which in effect would mean, in many 


OF 


cases, the ability of B by means of suggestion, pres- 
sure, hypnotism, or threats, to get A to write a 
letter. 

The British Medical Association ! would vary the 
present basis for certification but not as the Royal 
Commission would do so, and whilst suggesting a 
classification differing somewhat from that of the 
Commission the Association agrees with its recom- 
mendation that powers should be sought for consign- 
ing not only the certifiable but also the non-certifiable 
sections of the community to asylums. I would ask 
the question: ‘‘ Whence have we come and whither 
are we tending?” Is the answer above a reductio 
ad absurdum or not ? 

As I pointed out in the discussion at Cardiff on 
July 27th, to send non-certifiable patients to mental 
hospitals is not justifiable since it would stigmatise 
them and their relatives unnecessarily. Since then 
three cases referred to me by relatives within a week 
have confirmed my opinion, had it needed confirm- 
ing, that if the views of the nearest relatives go 
unheeded we must expect more complaints than 
there have been in the past. I suggest that the fol- 
lowing are the real problems we have to face in 
relation to legislation :— 

1. Can we do away entirely with certification ? 
If not, apart from alterations in the wording of 
certificates, do we wish to alter the present basis or 
“definition ’’ for certification, and, if so, can we 
suggest one more scientific or reasonable than the 
present medico-legal one? In my opinion those 
hitherto suggested certainly are not. 

2. Do we, for purposes of disposal, wish to recog- 
nise a class intermediate between certifiable and 
non-certifiable, and is there need of establishments 
where such patients can be sent ? 

I am, Sir, yours faithfully, 

}, A. MoRTLOCK-BROwN. 
Braunton, N. Devon, August 31st, 1928. 





THE LATER RESULTS OF PARTIAL 
GASTRECTOMY FOR GASTRIC AND 
DUODENAL ULCER. 

To the Editor of THE LANCET. 


Str,—The letters of Dr. A. F. Hurst and Mr. E. R. 
Flint reveal a difference of opinion upon the value of 
gastro-enterostomy in the treatment of duodenal 
ulcer which is a reproach to medicine, and at the same 
time illustrate the existence of great difficulties and 
perplexities which beset the investigator of what 
on the surface would seem to be a very simple issue. 
Why should two acute observers come to such 
diametrically opposed views ? Obviously because it 
is usually well-nigh impossible actually, and cer- 
tainly impossible socially, to perform crucial experi- 
ments in medicine in the sense that the physicist 
does in his own branch of knowledge. For such 
an experiment there should be one variant only, 
but in medicine the uncontrollable factors are 
numerous and some of the significant factors often 
unknown. 

When Dr. Hurst states that gastro-enterostomy 
is the commonest cause of gastric disorder to- “day, 





1 Supp. Brit. Med. “Jour., April 28th, 1928, p. 170. 
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and Mr. Flint that only 10 per cent. ill-results follow 
the operation, they are both giving a true account 
of their own experiences, but they are certainly not 
talking about comparable things. To maintain as 
much would be nothing less than an intellectual 
affront to the reader. The controversy over the 
merits of medicine and surgery in the treatment of 
gastro-duodenal ulceration has proceeded in this 
fashion for far too long a period, and, difficult as the 
subject is, I am convinced it is possible to arrive 
much more nearly at the essentials of the matter. 
Collected statistics always suffer from a difference 
of outlook of the several observers who have, as a 
rule, dealt with material selected in different ways. 
There is a common language but no identity of 
concepts denoted by its terms. For deductions made 
from massed statistics of very specialised physicians 
and surgeons should be substituted the judgments 
of men who have adequate experience of the several 
methods under investigation. 

In the Surgical Unit at St. Mary’s Hospital an 
attempt to evaluate the different surgical methods 
used in the treatment of ulcer has been made, and my 
close association with Prof. F. S. Langmead, of the 
Medical Unit, where a like work on medical methods 
is being carried out, has enabled me in some way 
to settle that larger question as to when surgery 
should be considered at all. I have been criticised 
adversely for advocating partial duodenectomy for 
duodenal ulcer in suitable cases, but not one of my 
critics seems to have treated parallel series of cases, 
the one with gastro-enterostomy, the other by partial 
duodenectomy. The time is not ripe yet to make 
dogmatic statements upon such a question, but I 
can say that amongst the patients coming under my 
care the results I get with the larger operation are 
better than those with gastro-enterostomy. From 
the section in my book on the dangers of injury to 
the bile-duct, Mr. Flint has got an impression that 
I did not mean to convey. I have once only injured 
the bile-duct in 63 duodenectomies, and the victim is 
happily well some years after the accident. The 
danger of the operation can be fairly accurately 
assessed. Amongst my duodenectomies there have 
been two deaths, both from lung complications. 

Finally, may I state my beliefs about the treatment 
of gastric ulcer? Surgery is an evanescent pheno- 
menon in the treatment of this disease. Almost 
certainly the future will provide a method of treat- 
ment which will avoid the physiological disturbance 
which surgery entails and which is so distasteful 
to the thoughtful surgeon. A very large proportion 
of cases, even now, are amenable to medical treatment. 
But there is a residue which only surgery can help, 
and amongst these a very large majority is restored 
to health.—I am, Sir, yours faithfully, 

CHARLES A. PANNETT. 

Pensford-avenue, Kew, August 31st, 1928. 





LICENSING IN’ MIDWIFERY. 
To the Editor of THE LANCET. 

Srr,—In his “ History of British Midwifery,”’ p. 7, 
Dr. Herbert Spencer thinks it remarkable that, in 
spite of the clause in the Act 32 Henry VIII., cap. 40, 
which gave to Fellows of the College of Physicians 
the right to practise physic ‘‘in all and every its 
members and parts,” Dr. Peter Chamberlen, the 
third, a Fellow of the College, should have been 
required to obtain a licence to practise midwifery. 
But that midwifery was not considered by the College 
to be included in physic is clear from the fact that 
his father, a barber-surgeon, had been brought before 
the College, not for practising midwifery, but for 
prescribing physic, and was warned not to practise 
medicine. The licence for midwifery was at that 
time granted by the Bishop of London; it was not 
until 1783 that the College of Physicians took 
cognisance of practitioners in midwifery, and instituted 
a distinct order of Licentiates in Midwifery ; the 
grant of these and other special licences, long pre- 
viously practised, was abandoned by the College in 1800, 





Dr. Peter Chamberlen, the third, although he was 
a Fellow of the College, had not obtained the Bishop’s 
licence to practise midwifery, and on the petition 
to the King, of the midwives over whom Chamberlen 
had endeavoured to assert his self-constituted author- 
ity, the inquiry was handed over, not to the College, 
but to the Archbishop, who, by virtue of the Act 3 
Henry VIII., cap. 11, exercised the episcopal authority, 
and ordered Chamberlen to apply to the Bishop of 
London for a licence to practise midwifery. 

I am, Sir, yours faithfully, 
GEORGE C, PEACHEY. 
Randolph-crescent, W., Sept. 2nd, 1928. 





TOTAL DEATH-RATES, NORTH AND SOUTH. 
To the Editor of THe LANCET. 

Srr,—I have observed with interest, on p. 470 
of your last issue, a paragraph drawing attention 
to the differences between the total death-rates of 
the North and South of England. Some 20 years 
ago ' I discussed the percentage of the total population 
which survived to 75 and over, in every registration 
district of England and Wales, and showed the 
astonishing differences which existed, as deduced 
from the Registrar-General’s decennial report for 
1891 to 1900. Thus, whereas in the Devonshire 
district of South Molton 27-5 per cent. reached those 
ages, in the district of Manchester only 2-2 per cent. 
did so. It at once became apparent that the largest 
survivals were in country districts and the smallest 
in towns. I considered the fallacies which might be 
introduced by (1) infant death-rates, and (2) the 
movement of population from country to town, and 
concluded as follows :— 

1. That there is a very remarkable disparity of longevity 
in different districts of England and Wales. 

2. That this disparity in closely related to density of 
population. 

3. That mere movement of population from country to 
town, whilst probably tending to make the disparity appear 
greater than it really is, has on the other hand probably 
no very considerable effect upon the figures. 

I would point out that the differences were by no 
means a matter of ‘‘ north” or ‘‘ south,’ since some 
of the worst districts in respect of longevity were in 
London, and some of the best were in Yorkshire. 
Social conditions seem the most likely chief cause of 
the disparities.—I am, Sir, yours faithfully, 

Exeter, Sept. Ist, 1928. W. GorDon. 





NEW SOLVENTS FOR SKIN ANTISEPSIS. 
To the Editor of THe LANCET. 


Srr,—In your last issue (p. 444) Dr. Macdonald and 
Mr. Peck state that ‘‘ it is on account of the heavy 
annual cost to hospitals that we have searched for a 
solvent that would replace ’’ rectified spirit. But is 
isopropyl alcohol, the solvent suggested, really 
cheaper? The answer to this question depends upon 
the net cost of rectified spirit. The authors state this 
to be £2 13s. after deduction of rebate. I suggest. 
this figure is inaccurate. Actually the cost per gallon 
after deduction of rebate is 26s. Moreover, I fail to 
find a reference in the paper to ‘‘ The Grant in Aid 
in respect of duty paid by voluntary hospitals on spirit 
used in their dispensaries for medicinal purposes ”” 
which is received from the Government through the 
Ministry of Health. In 1927 this averaged 16s. 4d. 
per gallon of rectified spirit at the London Hospital, 
thus reducing the cost to 9s. 8d. per gallon. As the 
authors state that the cost of 70 per cent. isopropyl 
alcohol would be 10s. 6d. per gallon, it appears that 
the promise of a saving of 85 per cent. is a dream. 
It is not to be expected that the Chancellor of the 
Exchequer will continue the grant in aid if the use of 
spirit is abandoned. 

I am, Sir, yours faithfully, 
F. A. HocKkINa, 
Pharmaceutist to the London Hospital. 





Sept. 4th, 1928. 


~The Distribution of Longevity in England and Wales. 
Brit. Med. Jour., 1909, i., 1344. 
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Obituary. 


ALBERT ARTHUR NAPPER, M.R.C.S. ENG., 
L.S.A. LOND. 


WE regret to announce the death of Dr. A. Arthur 
Napper, which occurred on August 22nd at his resi- 
dence, Rallywood, Reigate, in the eighty-fourth year 
of his age. Arthur Napper was born in 1845, the 
son of Dr. Albert Napper, a practitioner at Cranleigh, 
and a member of one of the oldest Sussex families, 
a band of which had migrated in the eighteenth 
century to Surrey. He received his general education 
at Epsom College, which was founded in 1855, being 
the second boy to enter, and proceeded to the medical 
school of King’s College Hospital, where Sir William 
Fergusson, Dr. Lionel Beale, Sir George Johnson, 
and Dr. W. A. Guy, the famous toxicologist, were 
among the prominent members of the staff. He 
qualified M.R.C.S. Eng. as soon as he had reached 
the age of 21, served as house-surgeon at the hospital, 
obtained the L.S.A. three years later, and joined his 
father in the family practice at Cranleigh. This was 
a good practice, and the father was a well-known 
man in public as well as professional life, who took 
a deep interest in professional problems, writing on 
the relation of medicine to the public, on village 
hospitals, and on rural sanitation. Young Napper 
was soon associated closely with this side of the work, 
becoming medical officer of health of the district, a 
post which he continued to hold when his father 
retired some ten years later. For nearly 50 years Mr. 
Napper practised at Cranleigh, latterly as senior 
partner in a large firm, and he only retired in advanced 
years owing to failing eyesight. His popularity 
as a doctor was earned by skill and clinical accom- 
plishment, but the wide personal acquaintance which 
he enjoyed in the district was due also, and largely, 
to his life-long and ardent devotion to field 
sports. 

His association with his old school was a long and 
close one. The second boy to enter Epsom College 
upon its foundation, when he was but 10 years old, 
his first wife, Elinor Walker, was the sister of Dr. 
John Walker, who was the first entrant to the school. 
Napper was at Epsom for six years as a scholar, was 
for 45 years a governor, and during most of that 
period a local secretary ; he was a member for varying 
periods of the finance, works, and school committees, 
and when he retired from the Council, in 1926, was 
elected a vice-president. 


ALAN ADAIR DIGHTON, L.R.C.P. AND S. EDIN. 


THE death occurred at his home near Cheltenham, 
on August 28th, of Dr. Alan Adair Dighton, a well- 
known general practitioner and sportsman in the 
neighbourhood, and esteemed equally by all classes 
represented in the large professional connexions. 
Alan Adair Dighton was born in 1861, the son of the 
Rev. C. E. Dighton, Vicar of Maisemore, was educated 
at Clifton and St. George’s Hospital, and obtained the 
Scottish double diploma in 1884. After qualification 
he took a post as resident surgeon at the Cheltenham 
Branch Dispensary, and from that. date for the next 
35 years he practised in that city both as medical 
officer to various friendly societies and among a large 
clientele of private patients. For his repute as an 
obstetrician was high, while many of his male patients 
were his personal friends and associated with him 
in his full life as sportsman and especially cricketer. 
He was deeply interested, also, in the local affairs 
of Cheltenham, was a town councillor, and a prominent 
political worker in the Conservative cause. After 
the war he left Cheltenham for Ross, where he prac- 
tised for a short time until failing health led to his 
retirement, but he retained his keen interest in sport, 
and was one of the founders of the Ross Race 
Meeting. 





FRANCIS EDWARD ATKINSON, M.R.C.S. ENG. 

Dr. F. E. Atkinson, who died on Sept. 2nd at Ilkley, 
had been for nearly half a century medical officer to 
the combined sanitary authorities of the upland 
district in the West Riding of Yorkshire known as 
Craven. He studied medicine at the Yorkshire 
College, Leeds, where he was Thorp scholar in forensic 
medicine and hygiene, completing his course at 
University College, London, from which he took his 
M.R.C.S. in 1874 and L.R.C.P. in the following year. 
After holding resident appointments at Leeds General 
Infirmary and the Bradford Infirmary, he went to 
live at Settle as medical officer to the Skipton and 
Sedbergh rural districts, and began to issue the series 
of annual reports which are the chief monument to 
his industry and accuracy. In 1884 he traced an 
epidemic of dysenteric diarrhoea to contaminated 
water-supply, and 15 years later made a compre- 
hensive survey of typhoid fever at Kildwick. Dr. 
Atkinson was senior member and a past president of 
the Yorkshire branch of the Society of Medical 
Officers of Health, and at the time of his death the 
oldest medical officer in the North of England. 


JAMES ERNEST MOORHOUSE, M.D., C.M.EpIN., 
B.Sc. St. AND. 


THE death occurred on August 17th in Stirling of 
Dr. J. E. Moorhouse, a well-known practitioner in the 
town. Born in Yorkshire in 1870, Dr. Moorhouse 
went to live in Scotland as a boy, and it was at the 
University of St. Andrews that he took a science 
degree in 1889, proceeding to Edinburgh to study 
medicine. He qualified M.B., B.S. in 1892, and held 
a resident post at the Royal Maternity and Simpson 
Memorial Hospital, Edinburgh. In 1893 he set up 
practice in Stirling, where he was appointed surgeon 
to the Stirling Royal Infirmary, returning to Edinburgh 
to take his M.D. in 1895. Dr. Moorhouse became 
peer and his work increased so rapidly that it soon 

ecame necessary to take a partner. He held the 
posts of medical officer to the Argyll and Sutherland 
Highlanders’ depét at Stirling Castle and to Stirling 
Combination Poorhouse. During the war he was 
attached to the R.A.M.C., taking charge of the 
wounded in the local military hospital, and since has 
acted as referee for the Ministry of Pensions. Of 
recent years professional activities left Dr. Moorhouse 
little leisure for games, but he was at one time a 
keen golfer and a skilful chess player. His attractive 
personality brought him many friends in Stirling, 
and he will be remembered with deep regret by his 
patients and colleagues in the town. 


UNIVERSITY OF EDINBURGH ANIMAL-BREEDING 
RESEARCH.—A new building, to cost £30,000, is to be 
erected to extend the animal-breeding research department, 
of which Prof. A. E. Crew is the director. Towards the cost 
of the building and its equipment and the endowment of 
the chair, the University has received the following contri- 
butions: £20,000 from the International Education Board, 
New York ; £16,000 and an annual grant from the Develop- 
ment Commission ; £10,000 from Lord Woolavington ; and 
£10,000 from the Empire Marketing Board. 


CHARING Cross HospitaL.—The annual report 
is one of the most satisfactory that has ever been presented. 
Charing Cross has a lower cost per bed than any metro- 
politan hospital; the average stay of the 4118 in-patients 
was 21 days, and the average cost £11 10s. 3d. There were 
25,596 new out-patients, whose average cost was 8s. ld. 
The income of £59,000 (expenses £55,000) included £12,000 
paid by patients. 


CONTRIBUTORY SCHEME AT FALMOUTH HOospPITAL. 
It has been agreed between the governing body and the 
medical staff that all those contributors to the weekly 
scheme whose income does not exceed £200 a year shall 
receive free medical and surgical treatment for themselves 
and their dependants. Where the income exceeds that 
amount patients are to make their own arrangements with 
their medical attendants. Last year out of 4947 “ bed- 


days ”’ 3103 were allocated to members of the contributory 
scheme. 
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Medical Netus. 


Lonpon (RoyAL FREE HospiTraAL) SCHOOL OF 
MEDICINE FOR WoMEN.-~-The following scholarships have 
been awarded during the session 1927-28 :— 

St. Dunstan’s Medical Exhibition : Miss M. Louden (St. Paul’s 
Girls’ School). Isabel Thorne Scholarship: Miss M. Mayeur 
(St. Paul’s Girls’ School). Sir Owen Roberts Memorial Scholar- 
ship: Miss M. Tate (Retford High School, Notts). Mabel 
Sharman Crawford Scholarship and Lieutenant Edmund Lewis 
(R.A.F.) and Lieut. Alan Lewis (R.N.A.S.) Memorial Scholar- 
ship: Miss B. F. Goldsmith (L.S.M.W.). School Jubilee Bur- 
sary: Miss N. I. Faux (L.8S.M.W.). Alfred Langton Scholarship : 
Miss D. Woodman, M.Sc. (LS.M.W.). Ellen Walker Bursary : 
Miss H. B. Burt (L.S.M.W.). Flora Murray Bursary: Miss 
M. N. Lunn and Miss E. M. Newham (divided). Dr. Edith 
Pechey Phipson Post-Graduate Scholarship: Dr. Annie Price. 


METROPOLITAN ASYLUMS BoARD.—At a meeting 
of the Board held on Sept. Ist it was announced that the 
Board of Control had accepted in: principle the view that 
the mental hospitals under the direction of the M.A.B. 
should henceforward be reserved to meet the needs of 
London itself. Arrangements will be made for the gradual 
removal of cases from other counties, so that in any event 
none of them will be retained after September, 1950, 


Krn@q’s CoLLEGE HosprraL.—The annual dinner of 
past and present students will be held at 7.30 P.M. at the 
Trocadero Restaurant, Piccadilly-circus, London, W. 1, on 
Oct. 3rd. Dr. B. R. Turner will be in the chair. The dinner 
secretaries are Dr. Ernest Playfair and Dr. H. A. Richards, 


GiFTs TO UNIVERSITIES.—Lord Haldane made the 
following public bequests, all free of Government duties : 
University of Edinburgh, £1000; University of Bristol, 
£2000; Birkbeck College, London, £1000; University of 
Gottingen, £1000; British Institute of Adult Education, 
£200). 


SoclETY FOR THE STUDY OF INEBRIETY.—A meeting 
will be held in the rooms of the Medical Society of London, 
11, Chandos-street, Cavendish-square, London, W., on 
Oct. 9th, 1928, at 4 P.mM., when Dr. Hubert J. Norman will 
open a discussion on ‘‘ Alcohol and Drug Addiction in 
Relation to Mental Disorders.”’ 


ASSOCIATION OF SPECIAL LIBRARIES AND INFORMA- 
TION BurREAUX.—The fifth annual conference will be held 
at New College, Oxford, from Sept. 14th-17th. Among the 
subjects to be discussed are Existing Types of Indexes to 
Technical Periodicals, the Librarian as Archivist, Vocational 
Selection and Guidance, Scientific Abstracts, Information 
on Accident Prevention, and the Necessity for the Standard- 
isation of Bibliographical Methods. 


THE LATE Dr. F. P. HvuGHes.—Frank Percival 
Hughes, who died at Bristol following operation on 
August 23rd, was a Guy’s man, who qualified in 1904, 
taking his London degrees in 1907. He held a series of 
house appointments at Guy’s Hospital, and, deciding to 
specialise in mental disease, he obtained resident posts 
at Bethlem Royal Hospital, and then at the Three Counties 
Asylum. Later he settled at Pinner, where he acted 
as assistant bacteriologist to the Government lymph 
establishment at Hendon. 


PHARMACOLOGICAL CONGRESS AT HAMBURG,—The 
eighth annual session of the German Pharmacological 
Society takes place at Hamburg from Sept. 12th to 15th 
in the Pharmacological Institute at the Hospital St. Georg. 
After formal meetings on Wednesday evening, Thursday is 
given up entirely to a series of papers on the heart and 
great vessels in honour of William Harvey, Dr. G. V. Anrep 
(Cambridge) having accepted an invitation to lecture on 
new investigations into the physiology and pharmacology 
of the coronary vessels. Other major communications will 
be made by Prof. G. Liljestrand (Stockholm), A. Jarisch 
(Innsbruck), H. Straub (Gé6ttingen), and H. Eppinger 
(Freiburg i/Br.). On Friday the subject of modern indus- 
trial poisoning will be introduced by Prof. F. Flury (Wiirz- 
burg) and H. Zangger (Ziirich). On Saturday Prof. G, 
Barger (Edinburgh) will give an address entitled Old and 
New about Ergot, to be followed by A. Stoll (Basle). More 
than 40 se papers will be read on a wide range of 
subjects. xcursions will be made in common with other 
sections of the 90th Co’ ss of the Society of German 
Naturalists and Doctors which is meeting at the same time. 
The director of the Congress is Prof. Hermann Wieland, of 
Heidelberg. 











St. GEORGE’s HospiraL.—The annual report for 
1927 lays stress upon the great increase in the cost of 
maintenance which, at £83,000, was more than double 
that of 1913, and more than £5000 in excess of the income. 
Unless at least £20,000 a year of additional income is 
obtained it may be necessary greatly to curtail the hospital’s 
activities. Last year 5364 in-patients were treated at a cost 
of £13 12s. 4d. each for an average stay of nearly 22 days 
New out-patients numbered nearly 37,000 and cost 7s. each’ 


THE LATE Dr. J. H. WiseMan.—James Harry 
Wiseman, who died at Sheffield on August 23rd, took his 
medical studies at Sheffield University and London Hospital, 
qualifying M.R.C.S. in 1917, and straighway entering the 
R.A.M.C, Special Reserve. He was in partnership with 
his father, Dr. Charles Wiseman, and well known in the 
Crookes and Walkley districts of Sheffield. 


ABERDEEN INFIRMARY.—On August 28th the 
Prince of Wales laid the foundation-stone of the new Royal 
Infirmary. The buildings will cost £400,000, of which over 
£340,000 has been collected in rather less than 18 months, 
On the new site, some two miles from the centre of the city, 
will eventually be massed the Royal Infirmary itself, the 
Aberdeen Sick Children’s Hospital, the Maternity Hospital, 
the Publie Health Department, and the University Medical 
School. The Infirmary will consist of five wings holding 
500 beds, and there will be a large nurses’ home. The 
adjacent Burnside Home for Mothers is to be enlarged from 
56 to 150 beds, while the Maternity Hospital will have 
70 beds. 


THE LATE Dr. O. W. B. BrowntnG.—Dr.. Browning, 
whose career has been cut short at the age of 27 years, 
was a son of the late Dr. Samuel Browning, of Birmingham, 
and a nephew of Dr. J. O. W. Barratt, He qualified from 
University College Hospital in 1925, and was a steady 
worker who was regarded by his teachers as likely to attain 
distinction. Encephalitis lethargica attacked him while 
studying for the London M.B. examination, and after con- 
siderable improvement had given hope of his resuming an 
active existence, death occurred unexpectedly nearfy three 
years after the initial attack. 


A CANADIAN MEDICAL TourR.—Some 40 members 
of the Canadian Tuberculosis Association, accompanied by 
their President, Dr. J. H. Elliott, and Executive Secretary, 
Dr. R. E. Wodehouse, reached Liverpool! last Sunday for a 
study of tuberculosis and its methods of prevention and 
treatment as practised in this country and on the continent. 
After a visit to Liverpool Cathedral they went on by road 
to Birmingham where they received a civic welcome and 
visited the Yardley-road and Romsley Hill Sanatoria and 
some of the garden extensions. Their next objectives were 
Cardiff, under the egis of the Welsh National Memorial 
Association, and Alton Park, Hants, where Sir Henry 
Gauvain was to show them the pioneer institution for surgical 
tubercle. On Oct. 16th the party will be entertained in 
London by their colleagues of the British National Asso- 
ciation for the Prevention of Tuberculosis, and the return 
home will be made from Glasgow on Oct. 27th by the White 
Star lmer Calgaric. 


Corrigendum.—In some copies of THe LANCET issued 
last week a misprint occurred in the brief account of the 
First International Congress of Oto-Rhino-Laryngology 
held at Copenhagen. The opinion of Dr. A. Pohlman, 
speaking on “ mimimal audition,” that lengthened bone 
conduction is apparently not real, was actually opposed by 
clinical observers of the German. school present at the 
Congress. 








Medical Biary. 


Information to be included in this column should reach ue 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, London, W. 1, 
TUESDAY, Sept. 11th, and SATURDAY, Sept. 15th.— BETHLEM 
ROYAL HospiraL, St. George’s Fields, S.E. Post- 
graduate Course in Psychological Medicine. 


ROYAL NORTHERN HOSPITAL, HOLLOWAY-ROAD, N. 


TUESDAY, Sept. 11th.—3.15 p.w., Mr. A. M.. Zamora: 
Antral Infections.. 
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Notes, Comments, and Abstracts. 


INSTITUTES OF LEGAL MEDICINE. 


In THE LANCET of July 26th we commented on the need 
for the establishment of a medico-legal institute in London. 
A detailed study of the duties, functions, and responsibilities 
of such institutes in other countries shows that in some of 
them the centre of medico-legal education is also an integral 
part of the machinery of justice, assisting it at all points ; 
in some it is merely a department of the biological or patho- 
logical section of a university, administered as a minor part 
of the activities of the professors of those subjects and 
housed in odd corners and unwanted rooms. The object 
of this article is to indicate the position that medico-legal 
institutes occupy in various civilised countries and the 
contribution they make to the national life. The information 
is drawn from the ninth series of the invaluable Rockefeller 
brochures on Methods and Problems of Medical Education, 
which contains nearly thirty articles describing as many 
medico-legal foundations throughout the world. 


Their Origin and Functions. 

As a general rule, medico-legal institutes originate either 
as annexes to the public morgue or as departments of the 
pathological section of a university. In America they are 
usually an accre- 
tion round the 


takes six months, and the examinations form part of the 
final test for medical qualification. The standard is higher 
than in most European countries, as a great part of the work 
of a provincial general practitioner is medico-legal. The 
mortuary is situated in the School of Medicine, and daily 
compulsory demonstrations of cases of accident, murder, 
and suicide are given. 


Medico-Legal Institutes of Europe. 

Europe is well provided with medico-legal institutes. 
Vienna had a chair of legal medicine in 1804, and Hungary, 
which boasts of being a nation of lawyers, claims that its 
universities have taught legal medicine as a compulsory 
subject for several centuries. Not only the capitals, but 
other large towns as well in Austria, Hungary, Poland, and 
Roumania have medico-legal institutes housed in separate 
buildings with the most modern equipment, and engaged 
in active codperation with the forces of law. 

Italy is making great strides towards the realisation of 
the most modern medico-legal ideas, and the new Institute 
at the Royal University of Rome, which is almost the last 
word in convenience and completeness, might serve as a 
model for all such foundations. The public morgue is in the 
basement of the building ; the left wing contains refrigerator 
cells, identification and dressing rooms, rooms for autopsy, 
photography, and the magistrates’ investigation. The 
museum, corpse elevator, maceration room, service room, 
and heating apparatus are in the centre block, and in the 
right wing are the rooms for the animals’ and their custo- 
dians’ quarters, 
animal autopsy, 





office of the medi- 
cal examiner, an 
official] peculiar, or 
almost so, to the 
New World, who 
is responsible for 
the investigation 
of all suspicious 
deaths. The 
functions of a 
medico-legal insti- 
tute are extremely 
wide, for. in ad- 
dition to the post- 
mortem work 
which forms so 
large a part of its 
obligations, it in- 
vestigates speci- 
mens of all kinds 
—human delicta, poisons, weapons, food, for instance 
—for the police, examines living persons for injury 
or disease, provides experts to assist courts of law, studies 
the psychology of criminals and others, builds museums of 
specimens and photographs, and teaches legal medicine to 
medical graduates and undergraduates, lawyers, and public 
officers. The head of the institute is often, as in America, 
a public officer himself, and, as in many countries, professor 
of forensic medicine at the local university. Since the 
scope of the work includes every branch of medicine, from 
anatomy and physiology to biochemistry and psychiatry, 
it is obvious that a medico-legal expert must be extremely 
versatile. In addition to all these routine duties the staff 
must, if it is to maintain a live and creative institution, 
devote itself to research and the recording of its results in 
papers and books. 

It is strange that by far the most highly evolved medico- 
legal system in existence should be that of a relatively 
uncivilised country—Egypt. The vital need for protection 
against as large and as ruthless a criminal population as 
any in the world, together with the genius of one or two 
Englishmen, has made the Medico-Legal Institute in Cairo 
an essential part of the organisation for the investigation of 
crime. It is made use of daily, quite apart from medical or 
chemical considerations, and practically no case of import- 
ance occurs in which it is not consulted. All cases of sudden 
death, accident, sexual assault, and serious injury occurring 
in Cairo are examined at the mortuary or head office, and 
all cases of poisoning throughout the country, ail specimens 
for examination, all claims for compensation after injury, 
permanent infirmities, and appeals against the decision of 
other medical officers are referred to the Institute. Experts 
are sent to the provinces on demand, but the Institute is 
in touch with the provincial medical officers of the Depart- 
ment of Public Health, who are consulted in all minor cases 
of crime. Few persons in Egypt know their own age, and 
the Institute has to apply special methods, including X ray 
examination of the epiphyses, for estimating the age of 
young offenders, girls who have been the victims of rape, 

titutes who apply for licence, and others. Its technique 

or identifying bullets and cartridge-cases is exceptionally 
fine. pel oe say medico-legal expert is also the professor 
of legal medicine in the University ; the course of instruction 





Institute of Legal 





and experimental 
laboratory. On 
the ground level 
are two large lec- 
ture rooms, each 
served by an ele- 
vator, one fitted 
for microscopic 
demonstration, 
and one for au- 
topsy; a chemical 
and microscopical 
laboratory, ex- 
amination rooms, 
and accommoda- 
tion for the 
medical staff and 
visitors. On the 
first floor are lab- 
oratories for 
chemistry, bacteriology, and histology; psychology and 
anthropology rooms, a library, the director’s room, and the 
professor’s own laboratory. 

Many quite small countries have large up-to-date institutes. 
That at Lisbon, which is just nearing completion, rivals all 
but the finest European ones ; Roumania has an autonomous 
institute conducted on original lines by the versatile Prof. 
Mina Minovici, and Cuba is building one with first-class 
equipment combined with a morgue. Havana is the world’s 
paradise of medical jurists, for the judiciary system includes 
a corps of 20 doctors of legal medicine who attend all courts 
and give evidence on all matters in which medical knowledge 
is material, who examine all persons who have met with 
violence, perform all legal autopsies, and visit wounded men 
every five days to inspect their condition and treatment. 
In 95 per cent. of trials, according to Drs. Raimundo de 
Castro and Antonio Barreras, the judgment goes according 
to the medical evidence. 





Medicine at Rome. 


The Position in England. 

This excellent collection of the Rockefeller Foundation 
shows that the medico-legal institute is a feature of most 
civilised States, even the smallest, and that this country 
is in this respect seriously behind its neighbours. We have 
the best judicial system in the world, and allow practically 
no place in it to medicine. Glasgow and Edinburgh, thanks 
to the Scottish legal system, have departments of forensic 
medicine of which the directors are also ‘‘ casualty surgeons ”’ 
of the city, and to that extent in touch with the administra- 
tion of law, but in England, where law and medicine stand 
individually as high as anywhere in the world, there is no 
recognition of any link between them. Autopsies are done 
by local police surgeons or by practitioners called in by the 
coroner; these officers have no specialised training to 
approach that of their continental colleagues, and their 
results are, as far as collective usefulness goes, buried with 
the corpse. The amount of scientific material that goes to 
waste from our courts for want of a centre in which to collect 
and use it is depressingly great. A few gifted individuals 


have acquired great knowledge of the subject, and they 
expound it to students for a few hours knowing that in all 
probability no medico-legal questions will be set in the 
average 


examination. Consequently, the standard of 
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knowledge of legal medicine among medical men is not as 
high as it should be. Yet the science of medicine touches the 
administration of law at many points. If a crime of violence 
is committed, an examination of wound or weapon often 
yields indispensable evidence. If human remains are found, 
the identity of the corpse, the cause of death, and the 
circumstances surrounding it are often questions only 
answerable by a medical man. The insurance office calls 
medical aid to the making of its contracts with its clients ; 
the probate court is often guided by the advice of the alienist 
in its disposal of disputed wills. The development of legal 
medicine is thus extremely helpful, if not indispensable, 
to the administration of justice, and we can think of no 
better way of promoting it than the establishment in 
London of a medico-legal institute. 





THE PREVENTION OF DROWNING. 

FROM a statement just issued by the life-saving service 
of the American Red Cross we learn that between 6000 and 
8000 persons are drowned each year in the United States. 
Mr. H. F. Enlows, who directs this service, claims that 
80 per cent. of these fatalities are preventable. Many 
drowning accidents, he says, occur within a comparatively 
short distance of safety, few of them happen in mid-stream 
or far out from shore. Lives are lost through people losing 
their heads. If they find themselves out of their depth 
unexpectedly for the first time, they become so panic- 
stricken that they are unable to save themselves. Therefore 
the Red Cross beginner’s test arranges for this class of 
swimmer to jump into water that is over their heads and 
swim for safety. Having learned to do this under super- 
vision, they are safeguarded against panic. Under the 
w#gis of the American Red Cross more than 168,000 swimmers 
have already been taught life-saving methods. During 
June of this year 14 training schools in various part of the 
country gave a 10-day intensive course in life-saving to 
nearly 1000 swimmers. Upwards of 5000 examiners and 
a special corps of 24 travelling instructors are now at work 
throughout the country. During the summer season special 
demonstrations are given at hundreds of resorts. During 
the winter the campaign is carried on at in-door swimming 
pools, with special attention to those of the universities 
and colleges. 

RATS AND RED SQUILL. 

REFERENCE was recently made to the efficacy of red 
squillin the destruction of rodents without endangering the 
lives of other animals, and our attention has been drawn to 
a leaflet issued by the Rural Information Bureau of Sidmouth, 
in which it is remarked that although Government and 
municipal authorities obviously cannot recommend anything 
of a proprietary nature, no matter how efficient such may be, 
it is an open secret that the ideal form of red squill is 
available under the registered name of Nomorats. The 
one-pint tin of this preparation at 7s. 6d. net is sufficient 
for about 400 baits, and special rates can be quoted for 
large consumers. We can testify to its efficacy from actual 
experience. Nomorats is distributed by Messrs. Abol, Ltd., 
of Paddock Wood. 





Appointments. 


SLOAN, ALLEN THOMSON, M.B., Ch.B. Edin., 
Medical Officer of Edinburgh Prison. 
Surgeons under the Factory and Workshop Acts: 

H. P., M.D. Edin., D.P.H. (Linlithgow 
County of West Lothian) : Atnscow, A. E., M.B., 
(Melbourne District of the County of Deby 
Manchestsr Royal Infirmary. Resident Soyetetmente : 


has been appointed 


CAITHNESS. 
wars of the 
Ch.B.Vict. 


SHEP- 
PARD, R. F., M.B., Ch.B. ; LONGWorTH, J. A., M. Ch.B. 

WILKINSON, J. F., M.B., Ch.B.: HARDMAN, G. a M.f * 
Ch.B., House Physicians. Froyp, R. B., M.R.C.S 

OSBORNE, R. P., M.B., Ch.B.: NOWELL, 8., M.B., Ch.B 

TICKLE, H., M.B., Ch.B.; Row.ey, S. L., M.B.. Ch.B.; 
HUGHES pt M., M.R.C.S., House Surgeons. REEKIE, Miss 
M., M. B., Ch. B.. Junior Assistant House Surgeon (Central 
Branch). BE AL, J. R., M.D., Clinical {wet we Non- 
resident Appointments : CLEGG, S. F., , Ch.B., Surgical 
Registrar (Second). RIDEHALGH, Miss" N, M.B 3), Ch.B.; 
DAVIES, Miss M. G., M.B., Ch.B. Clinical Assistants 
(Surgical). Bobpoano, Miss A., M.B., Ch.B.: HERBERT, 


Miss A., M.B., Ch.B.. Clinical Pathologists. 





Parancies. 


For further information refer to the advertisement columns. 
All Saints’ Hospital, 49-55, Vaurhall Bridge-road, S.W.—H.S. At 
rate of £150. 
Albert Dock « jy ital, 
rate of £110. 
Ashton- under- L syne, District infirmary: —H.S. 
£750. 
a and Midland Eye Hospital, 


Connaught-road, E.—Res. Med. O. At 


At rate of £150. 





Church-street.—H.S. 





—— Union Institution and Infirmary.—Res. Asst. M.O. 
Brighton Education Committee.—Asst. Sch. M.0. £600. 
Cheltenham Borough.—M.O.H. and Sch. M.O. £850. 

Chester, East Lancashire Tuberculosis Colony, Barrowmore Hall 
Gt. Barrow.—Assist. M.O. £250. 

Connaught Hospital, Walthamstow, E.—Sen. Res. H.S. At 
rate of £150. Also Jun. Res. H.S. and Res. H.P. Each 
at rate of £100. 

Denbigh (near), North Wales Sanatorium.—Male Asst. Res. M.O. 
At rate of £200. 

Derby, Derbyshire County Council.—Tuberculosis Officer. £750. 

Dreadnought Hospital, Greenwich, S.E.—H.P. and H.S. Each 
at rate of £110. 

Exeter, Wonford House.—Deputy Medical Supt. 

Gloucester, Gloucestershire Royal Infirmary, dc.—Second H.S. 
At rate of £100. 

Hospital ov Sick Children, Great Ormond-street, W.C.—H.S. 
Also H.P. Each at rate of £50. Also Part-Time Jun. 


Cas. O. At rate of £75. 
Ipswich, East Suffolk and any Hospital.— 
London Lock Hosp., 91, Dean-st. 4 -—H.S. At rate of £200. 
Manchester, Ancoats Hospital. —H.S. At rate of £100. 
Manchester Babies’ Hospital, Burnage-lane, Levenshulme.—Res. 
M.O. At rate of £125. 


-H.S. £100. 


Manchester Ear Hospital, Grosvenor-square, All Saints.—Two 
H.S.’s. At rate of £150 and £120. 
Manchester, Maternity and Child Welfare Centres.—M.O. £600. 


Miller General Hospital for South-East London, Greenwich-road, 
S.E.—Pathologist. £600. Also H.P. At rate of £125. 

National Hospital, Queen-square, W.C.—Asst. P. 

Newcastle-upon-Tyne, University of Durham, College of Medicine. 
Asst. Bacteriologist. £500-£600. 

Northampton General Hospital.—H.P. 
Each at rate of £150. 

Orkney, Island of North Ronaldshau.—Medical Practitioner. £400. 

Patna Medical College.—Prof. of Physiology. Rupees 1200. 

Plymouth, Homeopathic and General Hospital.—H.S. At rate of 

00 


, H.S., and two Asst. H.S.’s. 


Portsmouth, St. Mary’s Infirmary, 
Asst. Res. M.O. 
respectively. 


Institution, 
Also Third Res. M.O. 


d-c.—Second 
£300 and £250 


Queen’s Hospital for Children, Hackney-road, E.—H.P. Also 
Cas. O. Each at rate of £100. 
Redhill, Surrey, Royal Earlswood Institution.—Jun. Asst. M.O. 


At rate of £250. 


Richmond, Surrey, Royal Hospital.—Sen. H.S. At rate of £150. 
Royal Northern Hospital, Holloway, N.—Res. M.O. £200, 
Also H.P. and Obstetric H.S. Each at rate of £70. 


Royal Waterloo Hospital for ¢ thildren and Women, 
-—Cas. O. £150. 

St. Mary’ 8 Hospital, W.—Asst. Pathologic al Chemist. 

Salisbur General Infirmary.—H.S. £150. 


W aterloo-road, 


£300, 


South Shields, Ingham Infirmary. Jun. H.S. £150. 

Falgarth, near Brecon, South Wales Sanatorium, d-c.—Asst. 
Res. M.O. £200. 

Truro, Royal Cornwall Infirmary.—HU.s. £170. 

University of London, S. Kensington, S.W.—William Julius 
Mickle Fellowship. £200. 

West London Hospital, Hammersmith-road, W.—H.P. and two 
H.S.’s. Each at rate of £100. 

Weston-super-Mare Hospital.—Res. M.O. £130. 

Wolverhampton, Wolverhampton and Staffordshire Hospital.— 
Res. Anesthetist. At rate of £100. 

Worksop, Victoria Hospital.—H.3. At rate of £170. 


The Chief Inspector of Factories announces vacant appointments 
for Certifying Factory Surgeons at Corris (Merionethshire) 
and Sandwich (Kent). 


Births, Marriages, and Beaths. 


BIRTHS. 
Carrp.—-On August 24th, at Glastonbury 
M.B., of a son. 
JOHNSTON.—On August 
Mary Murray 


, wife of Kari F. ¢ 


26th, at Forest-road, 

Johnston, M.B., Ch.B., I 
wife of F. B. Johnston, M.A., of a son. 

LEON.—On August 30th, at Clarence Gate-gardens, the wife of 
Kenneth Leon, M.R.C.S. Eng., of a daughter. 


‘aird, 


Birkenhead, to 
.P.H. (née Jack), 


MAYBURY.—On August 10th, at Siota, Gela, British Solomon 
Islands, the wife of Lysander Montague Maybury, M.A., 
M.B., of a son. 

DEATHS. 

ATKINSON. _08 Sept. 2nd, at Ilkley, Francis Edward Atkinson, 
M.R.¢ . L.R.C.P., of Bowerley, Settle, medical officer of 
he alih, re raven ¢ ‘ombined District. 

BROWNING.—On August 28th, 1928, 0. W. B. Browning, 
M.R.C.S., L.R.C.P., of Birmingham, aged 27 years. 
HAWKE.—On August 3ist, suddenly, of heart failure, Edward 

Drummond Hay Hawke, M.R.C.S., of Shortlands, Kent. 


MorGAN.—-On August 26th, at a nursing home 
George Frederic Elliot Morgan, M.R.C.S. 
aged 64 years. 

NEWELL.—On August 30th, at Moville, 
G. Newell, M.D. Dub. 

NICHOLLS.—On Sept. Ist, at a nursing home, Francis John 
Nicholls, M.B., B.Ch. Camb., of Eastbourne, aged 58 years. 

OSLER.—-On August 3ist, at Norham-gardens, Oxford, Grace 
Revere Osler, wife of the late Sir William Osler, Bart. 

PRITCHARD.—On August 3lst, at a nursing home in London, 
after an operation, Owen Pritchard, M.D. Brux., of 
Gloucester-square, aged 74 years. 


N.B.—A fee of 7s. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 


in Newcastle, 
, of West Hartlepool, 
Edwin 


Co. Donegal, 





